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prevent breakage. Supplied in protective, hermetically sealed pack- 
ages, PeNALEv Tablets are well guarded against damage and loss of 
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Stable, Soluble, Two Potencies: 
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Specific Methods of Treatment 


21 Clinics from Boston in the 
September Medical Clinics of North America 


| ie the great hospitals and teaching centers of Boston comes this important new Symposium 
on Specific Methods of Treatment. Here are the new treatments — the treatments you 
want to know more about — described so that you can put them to work in your own practice 
immediately. Following are a few of the 21 clinics included in the September Number of the 
Medical Clinics. 


Present Status of ACTH and Cortisone in 


Treatment of Congestive Heart Failure 


Therapy in Parkinson’s Disease 
The Treatment of Inoperable Carcinoma Newer Antibiotics in Pediatrics 
Classification and Treatment of Headache Medical Management of Severe Liver Disease 


This Symposium on Specific Methods of Treatment is typical of the up-to-the-minute help you 
can have right in your own office when you subscribe to the Medical Clinics of North America. 
Every other month you receive a book containing a Symposium on a subject of current impor- 
tance from one of America’s great medical centers. The new things in medicine while they are 
still new—that’s what you get as a subscriber to the Medical Clinics. The unique Cumulative 
Index feature of the Clinics makes them a perpetual source of reference in your library. 


Thousands and thousands of doctors agree that the Medical Clinics are the closest approach in 
print today to personal attendance at postgraduate courses. 


Consider also the importance of these forthcoming Symposia: 


1. Diagnosis in General Medicine from Philadelphia in 
November 

2. Cardiovascular Diseases from Chicago in January (1952) 
By Leading Internists. Issued serially, one volume of about 300 pages, 6” x 9”, illus- 
trated, every other month. Sold only by a year of six consecutive numbers. Per year; 


cloth binding, $18.00; paper binding, $15.00. 


West Washington Square, Philadelphia 5 


Please send the following books and charge to my account on your Easy 
Payment Plan for Physicians: 


© Subscription to Medical Clinics of North America. 
6 bi-monthly numbers starting with © Cloth, $18.00 
September Number from Boston on Treatment 
Braasch and Emmett’s Clinical Urography. $25.00 


bimonthly books of | 
postgraduate medicine 
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August 1 . . . No, they do not 
resurrect decadent centuries, those 
men and women who abruptly 
arrested my attention. With a de- 
termined effort to achieve, they 
strive to create thorny rinds which 
shall wrap up the fruit of joy, 
pleasure and even life; to darken 
the glimmers of that effulgent 
aurora we call attraction of the 
sexes, love and affection. They do 
not survey the past; they just plot 
a future that will rob the human 
race of happiness. 


Did you ever hear of the Anti- 
Love League? I was at one of its 
meetings by invitation, “organ- 
ized” says the pamphlet, “by peo- 
ple with uncommon intellectual 
gifts.” The pamphlet is titled, 
“The Future?” It should be named 
“The Pest.” On the first page ap- 
pear these words: “Love is the re- 
sult of propinquity and bad habit. 
It always creates anguish. It must 
be abolished.” 

And the pamphlet says: “The 
organizers of this great organiza- 
tion will bring into full play the 
battery of their weapons, for the 
benefit of generations as yet un- 
born. Man does not possess sufh- 
cient strength to scorn temptation. 
Love is only desire and desire 
drives men into melancholic crises 
and creates suicidal tendencies.” 

This anti-love league, as I re- 
member, was first organized by a 
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By Maurice 


few decrepit men and decayed 
maidens. Its adherents today can 
be counted into the thousands. 
Briefly it advocates: 

Love must not be the motive 
for marriage. Eugenic and biologic 
laws must be the factors in choos- 
ing a mate. Impulse must never be 
the guide in sexual selection. Such 
trifles as sex urge, personal appeal, 
mutual understanding, personal 
charm, all these go hang. 

About two hours ago, Gertrude 
Godfrey, the grand secretary of the 
Anti-Love League, honored me 
with her presence. She is an elder- 
ly, well meaning woman, with 
sublimated notions about herself. 
The plans are all perfected. All 
that is needed is the cooperation of 
the lawgivers. A Mating Depart- 
ment will be opened. Application 
for wife or husband must be made 
through this department. One 
must not select a mate, but be 
given one. Either take what you 
get, or rot. Each applicant will be 
examined eugenically and biologi- 
cally. Height, characteristics, he- 
redity, temperament, environment, 
blood and mentality. Within 14 
days a mate will be given to the 
applicant that corresponds to his 
or her measurements. A few of 
the state lawgivers were approach- 
ed and gave encouragement to the 
plan. One state senator regretted 
that such a law did not exist when 
he was to marry. At least he 
wouldn't have the wife he got. 

I asked the secretary if a love- 
less marriage were not a predatory 
and disastrous undertaking, and 
whether it were not an historic 
fact that of the great men and 
women who have made history, 
most were the offspring of love 
marriages? 

She smiled mordantly. Love is 
an obsession. Low mentality viti- 
ates our entire population. No one 
should be allowed to select a mate. 
Her organization will keep on 
wrestling with the serious prob- 
lem of biologic marriages. The in- 


ner mysteries of life, the edict of 
the brain, the call from within 
were meaningless phrases to the 
grand secretary of the Leagu: 

As I approached her in ripid 
strides she paled visibly. I wanted 
to tell her that if I were forced to 
marry against my will, | would 
live in conjugal union with the 
woman I loved without marriage. 
She rushed out into my waiting 
room where sat one of the com- 
mittee, an elderly widow. “\Why 
do you run?” the committee lady 
asked the secretary. “The way he 
walked towards me, I was fright. 
ened; well, I was afraid of being 
ovtraged.” “You mean raped?” 
The secretary nodded affirmative. 
ly: “And from that you run 
away!” exclaimed the committee- 
woman. 

* 

August 2. . . She is 40 and he 
79; third venture for him, second 
for her. She is afflicted with thyro- 
toxicosis. The administration of 
methyl thiouracil, 250 mg. three 
times daily for several months 
brought gratifying results. As | 
passed by the house I stopped to 
tell her that her basal metabolism, 
tested yesterday, was normal and 
I ordered reduction of the dose. 

The aged husband greeted me 
smilingly, while she gazed at him 
menacingly. He seemed anxious to 
hear himself talk. He informed me 
that he and his wife are very hap- 
py in spite of the disparity in the 
ages. “Do you know why? Be- 
cause I always make myself inter- 
esting. All husbands should. We 
discuss politics and current events, 
and tell jokes. Just listen: Oh 
darling, do you know the differ- 
ence between an accident and a 
calamity?” She was not long in 
responding: “Well, if you come to 
a river and you fall into the water, 
that’s an accident. Isn’t it?” He 
smiled broadly. “That's right, my 
baby. Now what’s a calamity?” 
She replied, “But if they pull you 
out of the water and thereby save 
your life, that would be a calam- 
ity.” No more questions asked. 

A strange family on the hus- 
band’s side. His brother, 84, a 
bachelor, decided to be married 
and requested me to_ introduce 


(Continued on page A-i2) 
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Diagnostic Criteria of Vascular Headaches 


MIGRAINE MIGRAINE VARIANTS TENSION 
MIGRAINE EQUIVALENTS (e.g. Histaminic Cephalgia) HEADACHE 
INCIDENCE As common as Less common than migraine Most common of all 
of women: men: :2.5:1 migraine (mostly in men) headaches 
FAMILIAL Hereditary factor Hereditary factor Not significant Not significant 
©| HISTORY 
STAGE OF LIFE | Puberty to menopause Puberty to Often after 35 Any 
menopause 
<| RATE OF ONSET | Abrupt to gradual Abrupt to gradual Abrupt No pattern 
é TIME OF DAY Variable Frequent during sleep Usually at end of day 
S| DAY OF WEEK, 5 fre- | Same as classical Occur in series, as often as 10 | Variable, but usually 
MONTH, ETC. migraine day, often sea- ng or follow- 


to 15 times a 
sonal. 


Minutes to days Under 1 hour 
w | NATURE OF Throbbing or pulsating Constant, boring Sustained dull or 
§ HEAD PAIN sharp pain 
SITE Anywhere in head and face— | , Involves eye, neck and often Most intense in neck, 
ple, usually unilateral oan may spread to 
—uni- 
° lateral or 
& | TENDERNESS Near large extra-cranial arter- | Varies according to | No residual tenderness —- head and 
: (RESIDUAL) ies. Aff region may in- | location 
volve nasal, 
3 
EFFECT OF Pressure upon temporal, fron- Similar to migraine (classical Pressure tender 
MANUAL tal, post-auricular arteries often | muscles os ef 
PRESSURE reduces intensity NOTE senderness iasensi 
Many cases in this headache 
classification suffer 
EFFECT OF Erect position relieves—shaking ee Pain eased by sitting up and Shaking head reduces 
© | POSITION OF head aggravates leaning forward intensity by extend- 
HEAD ing muscles 


ceding attack. Photophobia 
common 


Photophobia often present 


Partial closure of 


pression Es 
sion; Photophobia 
common 


crine therapy. Specific for at- 
tack: Cafergot 


6 
E OTHER —? of conjunctiva and | Prosis of eyelid oc- | Conjunctival injection, lacri- | Injection of sclera 
< | SYMPTOMS ion and ptosis | curs with ophthal- | mation, nasal stuffiness, dis- | and conjunctiva; lac- 
3 of eyelid may occur moplegic migraine timation may also 
occur 
VERTIGO AND | May be present; paresthesias of | Paresthesiasof hands | Infrequent Infrequent 
OTHER hands and face may precede and face may precede 
SENSORY 
DISTURBANCES 
“~~ 
MOOD Depression-irritability precede; | Same as classical No significant Tension, irritability; 
CHANGES exaltation follows migraine desire for attention 
< | GASTRO. Anorexia, nausea and vomiting | In gastro-intestinal | Infrequent Flatulence and dis- 
INTESTINAL at height of attack; flatulence | migraine - flatulence, tension common es- 
DISTURBANCES | and distension distension, constipa- pecially with severe 
tion 
CHANGE IN Slight; sometimes unilateral In some cases up to | Not significant Chills and hot flashes 
BODY TEM- sweating 104° without change in 
PERATURE temperature 
TREATMENT Emotional guidance, general Emotional guidance, improvement in health; 
improvement in health; Endo- Specific for Cae ‘ergot; vaso-constrictor agent 


The information presented in this table has been compiled by the Sandoz 
Scientific and ore a from the following publications: 


AYASH, J.J: Journal ges Nov.) 1949. COHEN, S. G., and CRIEP, L. H.: 
Py 1950. and BRENNER, C.: Am. Pract. 2: 467 
‘ . 151 (March: 1949. HILSINGER, R. L.: 
Christ H tal Bulletin 2: “1949. M ACN! P.S.: i 
$4: 1869 {July 9); 1905 Guy 16) 1949. MOENCH, G.: Headache, Chicago, Year 
Book Publishers, 1948, 8, 9 and . Omaha M: in. 


0. SHEA, J. J.: 
259 (july) 
University Press, 1948. 


) '1950. WALSH, F. M.: y 
dd Zt fag," and Other Head Pain, New York, Oxford Ui 


Sandoz 


armaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 


| 
| 
ing periods of conflict, tension ing emouonal stress “in 
or stress. or conflict 
| 
| | 
J 
| 
VISUAL DIS- Scintillating scotomata; unilat- | Same as classical mi- 
' TURBANCES eral homonymous hemianopia | graine Photophobia " 
always present in 
ophthalmic migraine id 
) 
| | 
| 
) 
| \ 
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him to some nice girl. “Age makes 
no difference. Seventeen will do.” 
A son of the elderly husband walk- 
ed into a lunchroom where I had 
my breakfast. He offered two dol- 
lars to the waitress to sit near him 
and worry him. He wants to feel 
at home. 
* * * 

August 5 . . . From youthful 
Dr. Holcomb: “Maybe you can 
help me? I am sending you a 
young woman afflicted with kak- 
osmia. You know what kakosmia 
is? Well, I do too. It is perception 
of bad odors where none exist. 


The young girl’s parents want her 
to marry a nice young man, but 
the moment he called on her she 
rushed out of the house because, 
so she said, he had an intolerable 
body odor. This is not so. There is 
no history of trauma during her 
childhood. It certainly is a form 
of psychosis.” After which my 
young medico began to display his 
knowledge of the olfactory nerve 
and the causes and varieties of 
anosmia, loss of smell, parosmia, 
perverted sense of smell. He prob- 
ably would have continued to 
read from a textbook or medical 
dictionary, when I informed him 
the young lady was already here. 

Doubts began to assail me when 
I looked at the young girl, pleas- 
ant, intelligent and, after the usual 
conversation, without a sign of 
psychosis. Why doesn’t she turn 
her head away from me or any- 
one else? She told me the young 
man is coming after she leaves, 
and all she wants is to be told 
whether she is crazy or not. He 
did come. Lord of Hosts. If he 
doesn’t stink to high heaven then 
I too suffer from kakosmia. He 


Leaves from a Doctor's Diary 


refused examination to discover 

the cause of the intolerable odor 

emanating from his body. My of- 

fice stank for an hour afterward. 
* 


August 7... At 95 he keeps 
the flame of life ablaze and laughs 
at Time. Not a sign of myo- 
cardial insufficiency or cardiac 
hypertrophy; his eyegrounds are 
normal, he has no sclerosed arter- 
ies, only mild testicular atrophy 
and benign prostatic hypertrophy. 
He is formidably well read and 
his vocabulary is beautiful and ex- 
tensive. He is financially well off, 
hence the relentless destruction in 
old age—economic insecurity— 
does not exist. “I never married,” 
he informed me, “so there is no 
domesticity to afflict me. I have no 
consuming passions, and I was 
never drawn irresistibly to women 
or a woman. I read voraciously 
and that’s my pleasure.” He still 
has his original teeth, no signs of 
arcus senilis and he uses no eye- 
glasses. Every year he comes to 
me for a check-up. As he was 
about to leave, I expressed the 
hope that next year I would ex- 
amine him again. He viewed me 
critically, looked me over care- 
fully, then smilingly announced: 
“Of course you will. You look in 
good health to me.” 

My little niece ran into the of- 
fice. She pointed to a boy of her 
age in the street. “He always 
kisses me when he sees me.” I 
asked her why she doesn’t run 
away. “I did,” she answered tear- 
fully. “He didn’t follow me.” 

She stood near the aged gen- 
tleman. Five near 95. I thought 
of the vanished 95 years and of 
the forthcoming years. What will 
they bring? How will the world 
look go years hence? And will 
there be a world? What will the 
practice of medicine be like? Will 
people still be sick? Will there be 
death? Will people age then too? 
Will Communism destroy or be 
destroyed? Will there be quacks 
and sure cures, dead beats? And 
why should I worry now? 

* * * 


August 10... All I know in- 


timately of Surgeon Albert Combs 
is that life cornered him with a 
woman, one with an egregious 
air of infallibility, who makes his 
life and his career far from en- 
viable. He must capitulate to her 
eccentricities and violent temper 
or break up their home. He evi- 
dently loves her. The entire neigh- 
borhood knows when he fails 
on an operation. There were two 
cases of ulcerative colitis. Surgeon 
Combs performed a vagotomy in 
one. The fee was five hundred dol- 
lars. The money was promised to 
his wife for a fur coat. The other 
patient refused operation, was 
treated by a doctor with a differ- 
ent regimen and is doing well. 
The postoperative case is doing 
badly, and not only does the pa- 
tient refuse to pay but he also 
threatens to sue the surgeon. 

Dr. Combs pleaded with me to 
come over. The torrential outpour 
of abuses heaped upon him when 
I came in was a gift in itself. My 
presence made no difference to 
her. She was seething with emo- 
tions. Why I was needed I don’t 
know. She apparently holds him 
in her iron apron strings and | 
was not going to break them. | 
left as I came. 

The coat came and went be- 
cause there were no funds to pay. 
Still infuriated she turned to the 
new maid, an intelligent looking 
Negro girl. Said the feminine 
autocrat: “I talk very little. I just 
wave my hand. It means: Come.” 
Said the maid: “You are just my 
type. I hate to talk too. I just 
shake my head, like this. It means: 
I am not coming.” 

* * * 

August 13 . . . Thinking of the 
occurrences of the last few days. 
No longer are my experiences 
dynamic. Nothing surprises me. 
I am just accustomed to types | 
cannot analyze. For years have | 
tried to probe deeply into the 
machine of life, to read and to 
understand the films that are proc- 
essed in life’s darkroom. I failed. 
The eccentric cannot understand 
himself. In an extensive general 
practice you meet types that are in 

(Continued on page A-14) 
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IN THE PROMPT 


RELIEF OF POSTERIOR NERVE ROOT PAIN 


or HERPES ZOSTER 


(SHERMAN ) 


Gratifying clini¢al results have been obtained 
with the use of Protamide (Sherman) in the 
treatment of the extremely resistant herpes 
syndrome. Pain relieved in the great majority 
of cases within four to forty-eight hours and 
lesions healed in ten days or less—regardless 
of the particular nerve roots involved. 


*xCLINICALLY PROVED. Several 


Protamide is a sterile, aqueous, colloidal solu- 
tion of a specially processed proteolytic en- 
zyme .. . clinically proved for the maximum 
relief of nerve root pains of Herpes Zoster and 
Tabes Dorsalis. 


All Protamide is clinically tested for positive 
results. Can be stored at room temperature 
without loss of potency. Write for new litera- 
ture and a recent reprint on Protamide for 
Tabes Dorsalis. 


SHERMAN LABORATORIES 


Lehrer; David R.; 
Lehrer, and Cutan. 
Aug. 1944 (Lehman A. J.; Chase, H. F. 
Yonkman, F. 


G. H. Sherman, M. D., Founder 
BIOLOGICALS ° © PHARMACEUTICALS 


DETROIT 15, MICHIGAN 
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papers already presented and more being 7 
prepared on this and other therapeutic 4 
uses. U.S. Armed Forces Med. Journal, 
Sept. 1950 (Marsh, Wm. C.) Urol. and F 
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intense need of spiritual satisfac- 
tion and cannot attain it, and 
those that are under the influence 
of a destroying passion. Never will 
dissident elements be galvanized 
into one type. 

Here is Dr. H. S., a cultured 
pleasant man. He told me he 
never goes out with married wom- 
en. That's why he never takes his 
wife anywhere. 

After he demonstrated a case of 
lymphosarcoma in which intrave- 
nous injections of triethylene mel- 
amine brought gratifying results, 
he announced to his class that this 
was his birthday. Privately I asked 
him how old he was. “Forty,” he 
assured me. I reminded him that 
10 years ago he told me he was 
40. “Yes, I did. Ten years ago | 
was married. Today the divorce 
was made final. Those 10 years 
were years of torture. I could not 
call them life. So I just deduct 
them, and I am 4o again. Logical. 
No?” 


I have learned from observation 
that some men make resolutions 
that are never fulfilled. A college 
man who falls in love twice a 
month is always refused, and each 
time he is ready to destroy him- 
self. Each beloved is a “kid” of 
sublime beauty, including spin- 
ster Patricia, who is more 40 than 
30. One he must have actually 
loved, worthy to die for. He rush- 
ed to the river, waded into it and 
the moment he saw a huge wave 
coming he ran for his life. 

* 

August 18 . . . I don’t know 
whether cigarette smoking is or 
is not a factor in the production 
of bronchial carcinoma; nor can 
I state with any amount of cer- 
tainty that tobacco has an adverse 
effect on ventilatory efficiency, or 
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that pipe smoking is the cause of 
epithelioma of the lip. But Dr. 
Finaly, just starting in practice, is 
sure. Somewhat financially em- 
barrassed, an excessive smoker, he 
preaches in the clinics and to pri- 
vate patients about the danger of 
tobacco, and he advises them to 
stop smoking at once In order to 
be sure, the patients must hand 
him all cigars and cigarettes. He 
succeeds most of the time. I went 
to see his father-in-law who has 
mucous colitis. The living room 
from floor to ceiling is packed 
with cigarettes, those that give a 
treat instead of treatment, those 
that are easy on the draw, and 
those that all doctors puff at. 
“Clever, am I not?” he spoke 
proudly. “All the cigars you see 
here are nickel cigars, but they 
cost a quarter.” I think I'll classify 
him among my types. 
* 


August 20 . . . Don't ever say 
one word against Professor Ran- 
dom. The slightest criticism is 
blasphemy.- An infinitely complex 
man is ‘the professor. He never 
looks at you when he talks, and 
when he hands you something, his 
head is turned in the other direc- 
tion. There was brought to the 
hospital a Mr. Colton who had 
mushroom poisoning. Diarrhea 
was violent, stools choleric and 
there were jaundice, cyanosis and 
coma. “The kind of mushroom 
that poisoned him,” said Dr. Ran- 
dom, “is called Amanita phalloides. 
They all die. Well, he is my ward. 
I'll be here tomorrow. I guess I'll 
put down the cause of death as 
botulism.” 

He looked at no one as he talk- 
ed. Today he opened the door of 
the room and without glancing in, 
expecting the intern or nurse to be 
there, extended the death certifi- 
cate and it was taken out of his 
hand. Gastric lavage, antispas- 
modics, sedatives and stimulants, 
oxygen and other treatment saved 
the life of the man of 45. I linked 
arms with the infallible one, open- 
ed the door of the room and there 
sat the patient reading his death 


certificate. 
* * 


August 27 . . Dramatis per- 
sonae: John Cowels, pedi- 
atrician, age 67; Alvin Dale, M1), 
pediatrician, in love with Mar. 
garet, daughter of pediatrician, 
Sr.; Margaret, vivacious, hilarious, 
determined to marry the man of 
her choice. A rich man’s only child 
acutely ill with disseminated histo- 
plasmosis. The older pediatrician 
violently objects to the match. He 
dislikes the young child specialist 
for reasons unknown. A plot is 
formed. He'll send him to hope- 
less cases, give him credit for the 
deaths of the little patients, and 
the young man will have to look 
for new pastures. That Margaret 
might follow her lover did not oc- 
cur to him. 

“All the cases of histoplasmosis 
that I have had died. This one is 
sure to succumb to the disease. 
There is the typical fever, hepato- 
megaly, splenomegaly, lymphaden- 
opathy, and emaciation; laboratory 
demonstrations of the organism, 
blood smears, blood culture and 
biopsy established the diagnosis.” 
Ten thousand dollars were offered 
by the wealthy parents to whoever 
cures their little girl. “The next 
case I'll send him to will be one 
of an infant with leukemia. I'll 
see that he gets the credit for both 
deaths.” 

Did the ethyl vanilate really 
cure the case of histoplasmosis? 
Evidently it did. I saw the happy 
couple at the railroad station off 
for their honeymoon. From Mar- 
garet: “Father will have to resign 
himself to facts.” From the older 
pediatrician: “I am sure now it 
was not histoplasmosis.” 

1 was thinking. Some truths 
are so unpalatable. How the action 
of the older doctor sketched a 
vivid portrait that clarifies char- 
acteristics of baseness. His only 
daughter in love with a promising 
young doctor. He did not like 
him. Inwardly he felt that this 
man would eclipse him and he 
would eventually perhaps become 
insignificant. Believe it or not, he 
disowned his daughter. Can you 
analyze this erudite, reputable 
father? Well, anyhow, it made me 
think. 
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Photographs, courtesy of The Edith Hartwell Clinic of 
the Strong Memorial Hospital, Le Roy, N.Y. 


Picture the patient 


... with complete convenience 


Now, the physician can show his 2x2-inch 
slides—35mm. or Bantam transparencies—even 
in a lighted room. 

Kodaslide Table Viewer, 4X, is designed for 
showings to small groups. It accepts most types 
of cardboard, metal-bound, or glass-bound slides. 
Equipped with a Lumenized Kodak Projection 
Ektanon Lens, //3.5, it shows clear, brilliant 
pictures enlarged more than four diameters. 

Styled to blend with all types of room furnish- 
ings, Kodaslide Table Viewer, 4X, is handsome, 
handy, inexpensive—only $49.50. 

See your nearest Kodak dealer and ask him 
for a demonstration. 


for the medical profession include: 


X-ray films, screens, and chemicals; electrocardio- 
graphic papers and film; cameras and projectors— 
still. and motion-picture; enlargers and printers; 
photographic film—full-color and black-and-white 
(including infrared); photographic papers; photo- 
graphic processing chemicals; microfilming equip- 
ment and microfilm. 


Eastman Kodak Company, Medical Division, 
Rochester 4, N. Y. 


Serving medical progress through Photography and Radiography 


TRADE-MARK 


IS, 3 ae 3 \ 
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Consultation!Service 


This special consultation information service is offered as a regular monthly feature of Postgraduate 
Medicine. Subscribers are invited to call on this Service for answers to difficult medical problems 
from members of our Editorial Board and our Editorial Consultants best qualified to help. Each 
question will be answered by mail and those of general interest will be published each month. 
Address all communications to Consultation Service, Postgraduate Medicine, 516 Essex Building, 


Minneapolis 3, Minnesota. 


PREVENTION OF DELIBERATE 
OVERDOSAGE OF BARBITURATES 


QUESTION: What mixtures can be used with bar- 
biturates (such as SECONAL® and ipecac) to prevent 
deliberate overdosage? Apparently ipecac is not 
highly regarded. (See Queries and Minor Notes, 
J.A.M.A., Vol. 146, No. 10 [July 7] 1951.) 

If zinc sulfate is used, what is its emetic dose? 

M.D.—Ontario 


ANSWER: At the present time there are no com- 
pounds which have been proved to be effective for 
mixing with barbiturates in order to prevent de- 
liberate overdosage. Chief reliance must be placed 
on the enactment of legislation designed to control 
the sale of these compounds and upon care by the 
physician in prescribing them. 

The incorporation of ipecac into barbiturate com- 
pounds has been shown to be ineffective and, fur- 
ther, ipecac actually adds to the toxicity of the 
mixture and makes it a more effective suicidal 
potion. é 

The use of mixtures of barbiturates with zinc 
sulfate or copper sulfate has also been advocated, 
and it has been proposed that all barbiturates be 
given a coating of copper sulfate. The use of either 
zinc or copper sulfate carries considerable danger 
and both compounds in high concentration are 
rather corrosive. 

Emetic dose of zinc sulfate is stated to be 1 to 
2 gm. given preferably as a 1 per cent solution. 

HARRIS ISBELL 


SHOCK OR TRAUMA AS CAUSE 
OF DIABETES 


QUESTION: Please give me any information you 
may have as to the possibility of shock or trauma 
causing diabetes. 

M.D.—Alabama 


ANSWER: The number of cases of diabetes which 
follow shock or trauma is almost infinitesimal. This 
is understandable because of the position of the 
pancreas, protected posteriorly by the spinal column 
and anteriorly by so many vital tissues that, by the 
time trauma has reached the pancreas, the patient 
has already succumbed from other causes. There 
are only about a half dozen authenticated cases of 
diabetes following shock or trauma. To make 
such a diagnosis one must be sure that the dia- 
betes did not exist before the accident and that it 
developed shortly afterward. It is true that transi- 


tory glycosuria may occur following various coi 
ditions. 

In general the more one knows about the etiolog, 
of diabetes the less readily one accepts trauma as 1 
cause. 


INSEMINATION WITH 
SEMEN 


QUESTION: I have a patient whose first child died 
neonatally four years ago. The usual infertility 
work-up reveals no apparent cause for barrenness, 
save for a slightly depressed sperm count in her 
husband. This count further decreases with frequent 
coitus. 

The patient has now asked me to try inseminating 

her with her husband’s I plan to do so on 

three or four consecutive days at midinterval, using 
basal temperatures as a guide. 

would like to collect one semen specimen (after 7 

to 10 days’ continence) and use it for all insemina- 

tions. The volume of ejaculate is about 5 cc. Can 
semen be preserved for as long as 48 to 96 hours? 

If so, how is this accomplished? 

Further, do you endorse intra-uterine deposition of 


semen, say in amounts of 0.1 cc.? 


M.D.—Iowa 


ANSWER: In my opinion the slightly decreased 
sperm is not necessarily a cause of infertility. In- 
semination with the husband’s semen will not 
necessarily be followed by pregnancy. The semen 
may be kept for 48 to 96 hours ordinarily in tem- 
peratures below freezing. 

I am skeptical of intra-uterine deposition of 
semen. I have seen active salpingitis occur follow- 
ing the intra-uterine deposition of semen. I would 
rather wipe out the cervical mucus and inject the 
semen into the os giving it an opportunity to enter 
the uterus. Intra-uterine deposition of semen may 
work out but the possibility of salpingitis must be 
borne in mind. 


ROBERT D. MUSSEY 


MANAGEMENT OF PREGNANCY 
INVOLVING POSSIBLE INFECTION 


QUESTION: I have under my care an obstetric 
patient who is in her second month of pregnancy. 
She has one child 31/2 years old. During the first 
pregnancy she developed pyelitis when she was six 
months pregnant. This made four intervals of hos- 
pitalization necessary by the time she was 7'2 
months pregnant. At that time, without the pyelitis 


(Continued on page A-24) 
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fora FREER HAND in the 


of certain heart and 


CONTROL 


“It (theophylline-sodium glycinate) is thus 
tolerated in larger oral doses than are possible 
with other theophylline preparations, and it 
can be administered by mouth in liquid form 
as well as in tablets not enteric-coated.’’— New 
and Non-official Remedies, 1950, p. 285. 


Careful laboratory and clinical work has shown 
that Dorsaphyllin possesses in full measure the 
various activities of theophylline, namely: It 
increases pulmonary ventilation and vital ca- 
pacity, probably by dilating the bronchioles; 
it reduces intrathecal as well as venous pressure 
without lowering arterial blood pressure, and 
thus causes increased blood velocity through- 
out the arteries and the arterial system. —':?* 


By permitting the physician a freer hand in de- 
termining dosage, and by removing the obstacle 
to prompt therapeutic response (tablets not enteric- 
coated), Dorsaphyllin brand of theophyliline- 
sodium glycinate is providing new leverage in 
the management of such disorders as congestive 
heart failure, Cheyne-Stokes respiration and bron- 
chial asthma. * 


(&* For instance, in the bronchial asthma resulting 


from allergies, as well as in infectious conditions. 


BRAND OF 
THEOPHYLLINE-SODIUM GLYCINATE 


SMITH-DORSEY Division of the Wander Company 


© References: 


“The glycinate has the 
advantage over acetate and 
salicylate that it contains an 
amino group which prevents 
precipitation of theophylline 
in the stomach by neutrali- 
zation of gastric acidity.” 
—Bubert and Cook, Bulletin 


of School of Medicine, Univ. 


of Maryland, Vol. 32, 
pp. 175-190, 1948. 


“Because theophylline- 
sodium glycinate causes less 
gastrointestinal disturbance, 
larger doses can be 
prescribed.”’— Paul and 
Montgomery, J. Iowa State 
Med. Soc., June 1948. 


Krantz, Holbert, Iwamoto 
and Carr, J.A. Ph. A., 
Vol. 36, pp. 248-250, 1947. 


Dorsaphyllin Tablets, also: 
For children, palatable Elixir 
Dorsaphyllin, acceptable and 
well tolerated. For the 


LINCOLN, NEBR. « DALLAS « LOS ANGELES « MEMPHIS 


A-23 


hypersensitive, Dorsaphyllin 
% 


being under control, the patient developed men- 

ingitis (type or cause unknown). At eight months, 
when the meningitis was cured but the pyelitis ap- 
parently intractable, a cesarean section was done 
with apparent cure of the pyelitis. 

The x-ray report on an intravenous pyelogram which 
was done when the patient was in her seventh 
month of pregnancy is as follows: 

“Films made after the opaque medium was injected 
intravenously show about a grade 2 hydronephrosis 
of the right kidney. The left kidney and ureter are 
also slightly larger than normal.” At present the 
patient is asymptomatic. 

I would like to have your suggestion on her manage- 
ment during this pregnancy. Should an antibiotic 
be given to prevent possible infection and, if so, 
what would be the drug of choice? When should 
it be started? Would a repeat cesarean section at 
eight months be justified if intractable infection 
developed? 


M.D.—Minnesota 


ANSWER: My suggestion would be to treat the 
patient expectantly and it would be advisable to 
consider a repeat section at 844 months or toward 
9 months if no intractable infection has developed. 
If infection started, she could be treated with sul- 
fonamide drugs or by means of aureomycin. If 
she has no symptoms of pyelitis, I do not think 
that any treatment need be applied except that one 
should consider cesarean at term. 

Drinking plenty of water and using a bed raised 
at the foot to an elevation of about four inches 
would be desirable. 


ROBERT D. MUSSEY 


POSSIBLE PATHOLOGIC CHANGES 
IN PROSTATE GLAND 


QUESTION: A man of 65 in good general health 
has a history of long-standing spondylitis and prob- 
ably vertebral disk involvement. His chief com- 
plaint for the past year has been a stinging sensa- 
on in the end of the penis at the time of urina- 

tion, urgency at periods of about five hours during 
the day, accompanied by a sensation of need for 
defecation, which is relieved after urination. He 
passes three to four ounces of urine with a fair 
stream, then dribbles the last three ounces. There 
is loss of sustained erection. 

There is moderate enlargement of the prostate; after 
gentle massage a dram of fluid with many pus cells 
is obtained. 

There is no history of gonococcal infection. A No. 
24 sound passes easily and there is no residual 


urine. 
Can this all be explained on a basis of prostatitis? 


What treatment is suggested? 
M.D.—Nebraska 


ANSWER: I am of the opinion these symptoms 
could be produced by pathologic changes in the 
prostate gland, but a neurogenic lesion may be 
present as well. 

I suggest an x-ray, KuB and cystogram be taken. 
Are stones and diverticuli present here? Complete 


Consultation Service 


urologic examination including cystometric studics 
of bladder function and neurologic examination 
should be done. 

Without these data a differential diagnosis cai 
not be made. Treatment would be dependent on 
the findings of the above examination. 

GILBERT J. THOMAS 


TREATMENT OF TAPEWORM 
INFESTATION 


QUESTION: I have a patient under my care, age 
26, who has been treated here and elsewhere over 
a period of many years in an effort to rid him 
of a tapeworm infestation. 

My treatment has been the use of male fern and he 
ew had treatment of other types else- 


He is again passing segments in his stool and I am 

ing if there is any treatment of which I am 
unaware. 

This condition is very unusual in this area and it 
would be appreciated if you could let me know what 
could be done or where I could obtain information 
as to the latest methods of treatment. 

M.D.—British Columbia 


ANSWER: Failure to eradicate tapeworm infesta- 
tions by means of vermifuges is unfortunately a 
common occurrence in medical practice. If the 
scolex (or head) fails to be dislodged by treatment, 
the entire worm will regain full size in a matter 
of several weeks and segments will once more 
appear in the stools. Apparently the worm may 
live for several years so that the above history is 
compatible with therapeutic failure, although re- 
infection remains a possibility, particularly if the 
patient ingests undercooked beef, pork or fish. 
(The exact type of tapeworm is not specified in 
the inquiry.) 

In view of the failure of Aspidium (male fern) 
treatment, it would seem advisable to consider a 
course of aTaBrine® (quinacrine) therapy. The 
patient is given a saline purge and a light meal on 
the evening before treatment. On the morning of 
treatment he ingests on an empty stomach 8 tab- 
lets (0.1 gm. each) of atabrine. Usually 2 tablets 
are administered every five minutes with water 
until the total dose is consumed. Three hours 
later the saline purge is repeated and food is per- 
mitted when the bowels have moved freely. 

If nausea supervenes after the atabrine has been 
ingested, 4 gm. of sodium bicarbonate can be given 
by mouth to allay the gastric distress. 

It is advisable to institute a diligent search for 
the scolex among the expelled segments of the 
worm by means of one of the common methods. 
Efficacy of the course of therapy can be promised 
only if the scolex is found. 


ROBERT A. HETTIG 
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being under control, the patient developed men- 
ingitis (type or cause unknown). At eight months, 
when the meningitis was cured but the pyelitis ap- 
parently intractable, a cesarean section was done 
with apparent cure of the pyelitis. 

The x-ray report on an intravenous pyelogram which 
was done when the patient was in her seventh 
month of pregnancy is as follows: 

“Films made after the opaque medium was injected 
intravenously show about a grade 2 hydronephrosis 
of the right kidney. The left kidney and ureter are 
also slightly larger than normal.” At present the 
patient is asymptomatic. 

I would like to have your suggestion on her manage- 
ment during this pregnancy. Should an antibiotic 
be given to prevent possible infection and, if so, 
what would be the drug of choice? When should 
it be started? Would a repeat cesarean section at 
eight months be justified if i infection 
developed? 


M.D.—Minnesota 


ANSWER: My suggestion would be to treat the 
patient expectantly and it would be advisable to 
consider a repeat section at 8, months or toward 
g months if no intractable infection has developed. 
If infection started, she could be treated with sul- 
fonamide drugs or by means of aureomycin. If 
she has no symptoms of pyelitis, I do not think 
that any treatment need be applied except that one 
should consider cesarean at term. 

Drinking plenty of water and using a bed raised 
at the foot to an elevation of about four inches 
would be desirable. 


ROBERT D. MUSSEY 


POSSIBLE PATHOLOGIC CHANGES 
IN PROSTATE GLAND 


ON: A man of 65 in good general health 
has a history of long-standing spondylitis and prob- 
ably vertebral disk involvement. His chief com- 
plaint for the past year has been a stinging sensa- 
tion in the end of the penis at the time of urina- 
tion, urgency at periods of about five hours during 
the day, accompanied by a sensation of need for 
defecation, which is relieved after urination. He 
passes three to four ounces of urine with a fair 
stream, then dribbles the last three ounces. There 
is loss of sustained erection. 

There is moderate enlargement of the prostate; after 
gentle massage a dram of fluid with many pus cells 
is obtained. 

There is no history of gonococcal infection. A No. 


Can thi this all be explained on a basis of prostatitis? 
What treatment is suggested? 
M.D.—Nebraska 


ANSWER: I am of the opinion these symptoms 
could be produced by pathologic changes in the 
prostate gland, but a neurogenic lesion may be 
present as well. 

I suggest an x-ray, KuB and cystogram be taken. 
Are stones and diverticuli present here? Complete 


urologic examination including cystometric studies 
of bladder function and neurologic examination 
should be done. 

Without these data a differential diagnosis can- 
not be made. Treatment would be dependent on 
the findings of the above examination. 

GILBERT J. THOMAS 


TREATMENT OF TAPEWORM 
INFESTATION 


QUESTION: I have a patient under my care, age 
26, who has been treated here and elsewhere over 
a period of many years in an effort to rid him 
of a tapeworm infestation. 

My treatment has been the use of male fern and he 
— eee had treatment of other types else- 


He is again passing segments in his stool and I 
wondering if there is any treatment of which I 


as to the latest methods of treatment. 
M.D.—British Columbia 


ANSWER: Failure to eradicate tapeworm infesta- 
tions by means of vermifuges is unfortunately a 
common occurrence in medical practice. If the 
scolex (or head) fails to be dislodged by treatment, 
the entire worm will regain full size in a matter 
of several weeks and segments will once more 
appear in the stools. Apparently the worm may 
live for several years so that the above history is 
compatible with therapeutic failure, although re- 
infection remains a possibility, particularly if the 
patient ingests undercooked beef, pork or fish. 
(The exact type of tapeworm is not specified in 
the inquiry.) 

In view of the failure of Aspidium (male fern) 
treatment, it would seem advisable to consider a 
course of aTasrine® (quinacrine) therapy. The 
patient is given a saline purge and a light meal on 
the evening before treatment. On the morning of 
treatment he ingests on an empty stomach 8 tab- 
lets (0.1 gm. each) of atabrine. Usually 2 tablets 
are administered every five minutes with water 
until the total dose is consumed. Three hours 
later the saline purge is repeated and food is per- 
mitted when the bowels have moved freely. 

If nausea supervenes after the atabrine has been 
ingested, 4 gm. of sodium bicarbonate can be given 
by mouth to allay the gastric distress. 

It is advisable to institute a diligent search for 
the scolex among the expelled segments of the 
worm by means of one of the common methods. 
Efficacy of the course of therapy can be promised 
only if the scolex is found. 

ROBERT A. HETTIG 
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being under control, the patient developed men- 

ingitis (type or cause unknown). At eight months, 

when the meningitis was cured but the pyelitis ap- 
parently intractable, a cesarean section was done 
with apparent cure of the pyelitis. 

The x-ray report on an intravenous pyelogram which 
was done when the patient was in her seventh 
month of pregnancy is as follows: 

“Films made after the opaque medium was injected 
intravenously show about a grade 2 hydronephrosis 
of the right kidney. The left kidney and ureter are 
also slightly larger than normal.” At present the 
patient is asymptomatic. 

I would like to have your suggestion on her manage- 
ment during this pregnancy. Should an antibiotic 
be given to prevent possible infection and, if so, 
what would be the drug of choice? When should 
it be started? Would a repeat cesarean section at 
eight months be justified if intractable infection 
developed? 


M.D.—Minnesota 


ANSWER: My suggestion would be to treat the 
patient expectantly and it would be advisable to 
consider a repeat section at 84 months or toward 
9 months if no intractable infection has developed. 
If infection started, she could be treated with sul- 
fonamide drugs or by means of aureomycin. If 
she has no symptoms of pyelitis, I do not think 
that any treatment need be applied except that one 
should consider cesarean at term. 

Drinking plenty of water and using a bed raised 
at the foot to an elevation of about four inches 
would be desirable. 


ROBERT D. MUSSEY 


POSSIBLE PATHOLOGIC CHANGES 
IN PROSTATE GLAND 


QUESTION: A man of 65 in good general health 
has a history of long-standing spondylitis and prob- 
ably vertebral disk involvement. His chief com- 
plaint for the past year has been a stinging sensa- 
tion in the end of the penis at the time of urina- 
tion, urgency at periods of about five hours during 
the day, accompanied by a sensation of need for 
defecation, which is relieved after urination. He 
passes three to four ounces of urine with a fair 
stream, then dribbles the last three ounces. There 
is loss of sustained erection. 

There is moderate enlargement of the prostate; after 
gentle massage a dram of fluid with many pus cells 
is obtained. 

There is no history of gonococcal infection. A No. 
24 sound passes easily and there is no residual 


urine. 
Can this all be explained on a basis of prostatitis? 
What treatment is suggested? 
M.D.—Nebraska 


ANSWER: I am of the opinion these symptoms 
could be produced by pathologic changes in the 
prostate gland, but a neurogenic lesion may be 
present as well. 

I suggest an x-ray, KUB and cystogram be taken. 
Are stones and diverticuli present here? Complete 
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urologic examination including cystometric studies 
of bladder function and neurologic examination 
should be done. 

Without these data a differential diagnosis can. 
not be made. Treatment would be dependent on 
the findings of the above examination. 

GILBERT J. THOMAS 


TREATMENT OF TAPEWORM 
INFESTATION 


QUESTION: I have a patient under my care, age 
26, who has been treated here and elsewhere over 
a period of many years in an effort to rid him 
of a tapeworm infestation. 

My treatment has been the use of male fern and he 
has apparently had treatment of other types else- 
where. 

He is again passing segments in his stool and I am 
wondering if there is any treatment of which I am 
unaware. 

This condition is very unusual in this area and it 
would be appreciated if you could let me know what 
could be done or where I could obtain information 
as to the latest methods of treatment. 

M.D.—British Columbia 


ANSWER: Failure to eradicate tapeworm infesta- 
tions by means of vermifuges is unfortunately a 
common occurrence in medical practice. If the 
scolex (or head) fails to be dislodged by treatment, 
the entire worm will regain full size in a matter 
of several weeks and segments will once more 
appear in the stools. Apparently the worm may 
live for several years so that the above history is 
compatible with therapeutic failure, although re- 
infection remains a possibility, particularly if the 
patient ingests undercooked beef, pork or fish. 
(The exact type of tapeworm is not specified in 
the inquiry.) 

In view of the failure of Aspidium (male fern) 
treatment, it would seem advisable to consider a 
course of aTABRINE® (quinacrine) therapy. The 
patient is given a saline purge and a light meal on 
the evening before treatment. On the morning of 
treatment he ingests on an empty stomach 8 tab- 
lets (0.1 gm. each) of atabrine. Usually 2 tablets 
are administered every five minutes with water 
until the total dose is consumed. Three hours 
later the saline purge is repeated and food is per- 
mitted when the bowels have moved freely. 

If nausea supervenes after the atabrine has been 
ingested, 4 gm. of sodium bicarbonate can be given 
by mouth to allay the gastric distress. 

It is advisable to institute a diligent search for 
the scolex among the expelled segments of the 
worm by means of one of the common methods. 
Efficacy of the course of therapy ¢ can be promised 
only if the scolex is found. 


ROBERT A. HETTIG 
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being under control, the patient developed men- 
ingitis (type or cause unknown). At eight months, 
when the meningitis was cured but the pyelitis ap- 
parently intractable, a cesarean section was done 
with apparent cure of the pyelitis. 

The x-ray report on an intravenous pyelogram which 
was done when the patient was in her seventh 
month of pregnancy is as follows: 

“Films made after the opaque medium was injected 
intravenously show about a grade 2 hydronephrosis 
of the right kidney. The left kidney and ureter are 
also slightly larger than normal.” At present the 
patient is asymptomatic. 

I would like to have your suggestion on her manage- 
ment during this pregnancy. Should an antibiotic 
be given to prevent possible infection and, if so, 
what would be the drug of choice? When should 
it be started? Would a repeat cesarean section at 
eight months be justified if intractable infection 
developed? 


M.D.—Minnesota 


ANSWER: My suggestion would be to treat the 
patient expectantly and it would be advisable to 
consider a repeat section at 84 months or toward 
g months if no intractable infection has developed. 
If infection started, she could be treated with sul- 
fonamide drugs or by means of aureomycin. If 
she has no symptoms of pyelitis, I do not think 
that any treatment need be applied except that one 
should consider cesarean at term. 

Drinking plenty of water and using a bed raised 
at the foot to an elevation of about four inches 
would be desirable. 


ROBERT D. MUSSEY 


POSSIBLE PATHOLOGIC CHANGES 
IN PROSTATE GLAND 


ON: A man of 65 in good general health 
has a history of long-standing spondylitis and prob- 
ably vertebral disk involvement. His chief com- 
plaint for the past year has been a stinging sensa- 
tion in the end of the penis at the time of urina- 
tion, urgency at periods of about five hours during 
the day, accompanied by a sensation of need for 
defecation, which is relieved after urination. He 
passes three to four ounces of urine with a fair 
stream, then dribbles the last three ounces. There 
is loss of sustained erection. 

There is moderate enlargement of the prostate; after 
gentle massage a dram of fluid with many pus cells 
is obtained. 

There is no history of gonococcal infection. A No. 


Can | this all be explained on a basis of prostatitis? 
What treatment is ? 
M.D.—Nebraska 


ANSWER: I am of the opinion these symptoms 
could be produced by pathologic changes in the 
prostate gland, but a neurogenic lesion may be 
present as well. 

I suggest an x-ray, KuB and cystogram be taken. 
Are stones and diverticuli present here? Complete 
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urologic examination including cystometric studies 
of bladder function and neurologic examination 
should be done. 

Without these data a differential diagnosis can- 
not be made. Treatment would be dependent on 
the findings of the above examination. 

GILBERT J. THOMAS 


TREATMENT OF TAPEWORM 
INFESTATION 


QUESTION: I have a patient under my care, age 
26, who has been treated here and elsewhere over 
a period of many years in an effort to rid him 
of a tapeworm infestation. 

My treatment has been the use of male fern and he 
has apparently had treatment of other types else- 


He is again passing segments in his stool and I am 
wondering if there is any treatment of which I am 


could be done or where I could obtain information 

as to the latest methods of treatment. 
M.D.—British Columbia 


ANSWER: Failure to eradicate tapeworm infesta- 
tions by means of vermifuges is unfortunately a 
common occurrence in medical practice. If the 
scolex (or head) fails to be dislodged by treatment, 
the entire worm will regain full size in a matter 
of several weeks and segments will once more 
appear in the stools. Apparently the worm may 
live for several years so that the above history is 
compatible with therapeutic failure, although re- 
infection remains a possibility, particularly if the 
patient ingests undercooked beef, pork or fish. 
(The exact type of tapeworm is not specified in 
the inquiry.) 

In view of the failure of Aspidium (male fern) 
treatment, it would seem advisable to consider a 
course of aTaBRiInE® (quinacrine) therapy. The 
patient is given a saline purge and a light meal on 
the evening before treatment. On the morning of 
treatment he ingests on an empty stomach 8 tab- 
lets (0.1 gm. each) of atabrine. Usually 2 tablets 
are administered every five minutes with water 
until the total dose is consumed. Three hours 
later the saline purge is repeated and food is per- 
mitted when the bowels have moved freely. 

If nausea supervenes after the atabrine has been 
ingested, 4 gm. of sodium bicarbonate can be given 
by mouth to allay the gastric distress. 

It is advisable to institute a diligent search for 
the scolex among the expelled segments of the 
worm by means of one of the common methods. 
Efficacy of the course of therapy can be promised 
only if the scolex is found. 


ROBERT A. HETTIG 
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in bowel sterilization: 


“Terramycin...had a pronounced effect on 
the bacterial flora of the healthy and 
diseased bowel of man....Its effectiveness 
as an antimicrobial agent in the 
preparation of patients for surgical 
measures on the bowel appeared unexcelled.” 


DiCaprio, J. M., and Rantz, L. A.: Arch. Int. Med. 
86:649 (Nov.) 1950. 
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fron POSTGRADUATE MEDICINE’S 


correspondents 


GENEVA, SWITZERLAND 


The World Medical Association—The coun- 
cil of the W.M.A. held its spring session in 
Geneva this year, with Dr. P. Glorieux (Belgium) 
as the presiding officer in place of Dr. Routley 
(Canada) who was detained by illness. 

Numerous reports received the attention of the 
council and a number of important professional 
problems were studied, such as standards of medi- 
cal education, sickness insurance, and the exigen- 
cies of medical care of the civilian population in 
time of war. 

A close working relationship has been established 
with the O.MA. (W.O.H.), the International 
Labor Organization (I.L.0.) and the International 
Committee of the Red Cross. 

In collaboration with the World Health Organi- 
zation, the W.M.O. has probed the possibility of 
convoking a full-scale international conference to 
study existing standards of professional and tech- 
nical education. 

The main objective of this conference, which is 
tentatively planned for 1952 or 1953, would be the 
adoption of measures aiming to improve the basic 


Dr. P. Glorieux, vice-chairman, W.M.A. 


standards for the professional training of both 
medical and paramedical personnel. 

The council of the W.M.A. closed its session 
with a visit to Berne where, as guests of the Central 
Committee of the Swiss Federation of Physicians, 
it was afforded an opportunity to gain firsthand 


knowledge of this professional organization of 
Swiss doctors. 


Swiss Congress of Internal Medicine—The 
annual meeting of the Swiss Society of Internal 
Medicine proved to be the event of the year, as it 
was attended by more than 75 per cent of the spe- 
cialists active in this branch of medicine. The 
meeting place was the charming village of Coire— 
the well known stop-over for people on the way to 
St. Moritz to spend their vacations. 

The meeting opened with the presentation of a 
number of papers on cardiology. The newer de- 
velopments in this field, such as vectocardiography, 
were dealt with by such well known specialists as 
Duchosal, Mahaim and Holzmann. 

The more general problems involved in the 
treatment of blood diseases were discussed by the 

(Continued on page A-36) 
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View of Berne. 


hematologists. Interesting reports were heard on 
anemia due to Taeniae. An explanation of its patho- 
genesis has now apparently been supplied by v. 
Bondsdorf (Helsinki), who attributes it to inter- 
ference by the parasitic worms with the metabolism 
of the intrinsic and extrinsic factors, for he found 
that the dried extracts of the Taeniae contained a 
large amount of intrinsic factor. 

Heilmeyer, chief of the medical clinic at Frei- 
burg-Breisgau, Germany, and successor to Ep 
pinger, drew attention to the role played by cobalt 
in certain Cooley types of anemias which are .re- 
sistant to iron therapy. 

In a critical review of new treatments recom- 
mended for the leukemias, the president of the 
Swiss Hematologic Society, Professor Alder, con- 
cluded that a cure for the leukemias has not been 
found thus far and that blood transfusions remain 
the sole effective therapeutic means of protection. 
Triethylene melamine has likewise failed to pro- 
duce the results expected from it by Karnofsky in 
the United States, for Dubois-Ferriére found that 
its administration during a second course of treat- 
ment provoked, so to speak, the complete disap- 
pearance of the white blood cells (agranulocytosis). 

The president of the Swiss Society of Internal 
Medicine, Professor Rossier, contributed an excel- 
lent report on the place of statistics and of statisti- 
cal methods in medicine; according to him, mathe- 
matical equations, no matter how skillfully set 
up, can never delimit the content of medicine. 

The first topic of the discussions was concerned 
with the nephritides. An over-all review of the 
modern concepts of the anatomic, physiologic and 
clinical aspects of the nephritides was in turn 
presented by Drs. Zollinger, Gukkelberger and 
Spiihler. 

Finally, the invited guest of honor, Professor 
Hamburger of Paris, who is an associate of Profes- 
sor Vallery-Radot, gave a precise summary of re- 
cent accomplishments in the treatment of the 
nephropathies. The progress in our knowledge of 
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renal pathology is roughly identified with the {ol- 
lowing three periods: (1) that of Bright, with its 
aim to correlate symptoms with anatomic lesions, 
(2) that of Widal, where an attempt was made to 
correlate clinical findings with global renal func- 
tion, and (3) that of the present, which is pri- 
marily concerned with the functioning of the in- 
dividual glomeruli and tubules. 

Hamburger called special attention to the osmotic 
and acid-base regulation of the body fluids, and 
expertly described two new nephrotic syndromes, 
one attributable to reduced osmotic pressure with 
cellular hydration giving rise to vomiting and head- 
aches, and the other caused by increased osmotic 
pressure with cellular dehydration characterized by 
thirst. Included in his remarks about the newer 
treatments of the nephritides was a mention of 
what is perhaps most aptly described as a process 
of renal purgation. Hamburger also spoke of in- 
testinal perfusions which are now used by Paris 
physicians. 


HE second topic of discussion dealt with medi- 
cal and surgical treatment of essential hyper- 
tension. Dr. J. J. Mozer, of the therapeutic clinic 
of the University of Geneva, with some reticence, 
directed attention to a number of new drugs espe- 
cially intended to overcome the symptoms rather 
than the cause of hypertension itself; the results 
thus obtained, he urged, should no longer be con- 
sidered criteria of the efficacy of the treatment. The 
speaker warned against the fallacy of crediting cer- 
tain drugs given at the beginning of hospitalization 
with hypotensive powers, because it is a fact that 
a few days of rest are by themselves capable of 
bringing about considerable improvement in hyper- 
tension and complete regression of the edematous 
and exudative lesions in the fundus of the eye. 
The treatment of arterial hypertension by surgi- 
cal procedure was most expertly presented by 
Professor Fontaine of Strasbourg, successor to the 
distinguished neurosurgeon, Professor Leriche. He 
briefly reviewed the operative interventions upon 
the sympathetic trunk that have been proposed by 
Peet, Smithwick and Adson in order to forestall 
the complications of arterial hypertension. He also 
made it clear that an evaluation of hypertension 
in terms of absolutes could not constitute an essen- 
tial element of the discussion. His own preferred 
treatment consisted of doing a sympathectomy be- 
low the diaphragm and also a unilateral adrenalec- 
tomy—intervention which really seemed to give 
hope for prolonged survival to patients with grave 
hypertension. He also indicated the precise condi- 
tions which would warrant such intervention. He 
moreover remarked quite aptly that neither in- 
ternists nor surgeons were in agreement as to the 
indications for sympathectomy, for no classification 
(Continued on page A-38) 
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of the various stages of hypertension had as yet 
been formulated. Sympathectomy is perhaps most 
effective when the state of malignant hypertension 
has been reached. It is not fair, however, to ap- 
praise the operation on the basis of the blood pres- 
sure readings before and after surgery, for these 
patients are actually restored to perfect health 
even though their hypertension readings have not 
changed appreciably. 

Professor Schoen emphasized physical therapy 
in the treatment of hypertension. By contrast, 
Professor Brunner, a former pupil of Sauerbruch, 
expressed little sympathy for radical surgical inter- 
vention, hoping that an effective medical proce- 
dure will be discovered which will do away with 
surgery. 


AMSTERDAM, HOLLAND 


Postvaccination encephalitis—During the 
minor smallpox epidemic which took place in May 
and the beginning of June in the Netherlands, 
and especially in the town of Tilburg, the mortality 
resulting from postvaccination encephalitis exceed- 
ed the number of fatal cases of smallpox. Accord- 
ing to nonofficial data (official numbers have not 
yet been published) the proportion was 5 to 2. The 
low mortality rate from smallpox is probably due 
to the fact that the majority of the Netherlands 
population had previously been vaccinated, where- 
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as the postvaccination encephalitis cases particula ly 
occurred in adults who had never been vaccinated, 
The problem of postvaccination encephalitis is 
therefore once more of present interest in Holla:d. 


Coxsackie virus epidemic—Since the end of 
May an epidemic disease which appears to be the 
Bornholm disease reigns especially in the north of 
Amsterdam and in a lesser degree in other parts 
of the city and surroundings. A virus with the 
characteristic properties of the virus of the Cox- 
sackie group was found by Dr. L. Facee Schaeffer 
and Dr. F. Dekking (Nederl. tijdschr. v. geneesk. 
95:2145-2146 [July 21] 1951). This is the first 
time that this disease has been recognized in the 
Netherlands. On the whole all the members of a 
family were affected. The oldest patient was 68 
years old, the youngest 6 months. In 2 patients 
a pregnancy of approximately five months ended 
in an abortion during and shortly after an attack. 
A remarkable number of patients suffered from 
angina and conjunctivitis. During convalescence 
many patients experienced prolonged fatigue. 


International psychoanalytic congress—s is 
usual during the summer months an important 
international medical congress was held in Amster- 
dam. From August 5 to 10 the seventeenth Congress 
of the International Psychoanalytical Association 
under the presidency of Dr. Leo H. Bartemeier 
(Detroit) took place. 
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GENERAL PRACTICE 


To provide the general practitioner, as well as the 
specialist, with concise, readily available information 


eview 


on the latest, proved methods of treatment of condi- 
tions commonly encountered in an average practice, 
Postcrapuate Mepicine offers this department to its 
readers. It is not, of course, intended to present these 
discussions as the only acceptable therapeutic proce- 
dures to be used, but rather to offer simple regimens 
and recommendations based on the extensive experi- 


CHARLES C. HIGGINS* 


CLEVELAND CLINIC, CLEVELAND 


EMATURIA, or the 
presence of 
blood in the 


urine, is not a clinical 
entity or disease per se, 
but rather a symptom 
necessitating immediate 
exhaustive investigation 
to ascertain the under- 
lying causative factors. 

Frequently the pres- 
ence of blood in the 
urine alarms patients 
sufficiently that they 
seek medical advice and relief. Unfortunately, 
however, the bleeding may be intermittent in 
character, not accompanied by pain or discom- 
fort and when it ceases spontaneously a false 
sense of security is established. When the bleed- 
ing subsides the patient and frequently the phy- 
sician minimize the gravity of the occurrence, 
assume that the condition is corrected and, as 
the general health seems unimpaired, appear 
justified in such a presumption. 

To the physician, however, the cessation or 
temporary disappearance of blood in the urine 
should not be an indication that its significance 
has diminished. A complete urologic investiga- 
tion should not be delayed. 


HIGGINS 


*From the Cleveland =~ and the Frank E. Bunts Educational 
Institute, Cleveland, 


ence of the physicians who prepared these summaries. 


The Clinical Significance of Hematuria 


Bleeding associated with lesions of the urinary 
tract, both benign and malignant, usually is not 
sufficient to produce exsanguination, as may be 
observed in a patient with a bleeding duodenal 
ulcer. Thus the patient is not alarmed or per- 
turbed as the hematuria is not accompanied by 
other symptoms. Unfortunately in many in- 
stances we minimize the gravity of blood in 
the urine, the physician procrastinates, medica- 
tion is prescribed, cystoscopy is deferred and 
when an accurate diagnosis is finally established, 
irreparable damage has occurred or the favor- 
able opportunity for a surgical cure is long 
since past. 

I reiterate, hematuria is not a disease for 
which medication should be prescribed, but a 
symptom demanding complete cystoscopic sur- 
vey. The physician assumes the obligation and 
responsibility of proving beyond question that 
a serious organic lesion is not present in the 
genitourinary tract. 

Kretschmer,' in a review of 933 cases of hem- 
aturia, stated that the average duration of bleed- 
ing or the average time that elapsed between the 
first appearance of blood in the urine and the 
time of diagnosis was 2.39 years. This figure 
compares with the average duration of 2.59 
years in 1600 cases of hematuria which I re- 
viewed a few years ago. 

In reviewing 833 cases available for study, 
Kretschmer stated that in 39.3 per cent the 
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source of bleeding was the kidney; the lesions 
in order of prevalence were caused by renal 
tuberculosis, calculi, pyelitis, malignant tumors 
and nephritis. 

Lesions of the bladder formed the next 
largest group in Kretschmer’s series. There were 
307 such cases (36.8 per cent). Further analysis 
of this group revealed that in 235 cases (76.5 per 
cent) a tumor of the bladder was the inciting 
cause, then calculi and finally tuberculosis. 

Lesions of the prostate comprised 126 cases 
(15 per cent). Hypertrophy of the prostate and 
carcinoma were the causative factors in 84 per 
cent when the prostate gland was the source of 
the hematuria. Hematuria associated with gen- 
eral disease occurred in 1.08 per cent of the 
series. 

Thus tumor or new growth was the most 
frequent cause of the bleeding. Kretschmer 
stated that this study confirmed the assertion 
that the most frequent causes of hematuria are 
the following: tumor, calculi, tuberculosis, in- 
fection and nephritis. 

Cahill? in 1942 observed that hematuria is one 
of the more frequent symptoms of urinary dis- 
ease. Its occurrence is at times the outstanding 
symptom. He stated that hematuria occurred in 
7 per cent of patients with fused or unascended 
kidneys, in 1 per cent of cases of nephroptosis, 
and in 42.5 per cent of patients with polycystic 
disease. In patients with calculous disease hem- 
aturia was the only complaint in 13 per cent, 
while 97 per cent had microscopic blood with 
or shortly after an attack of colic. In 696 pa- 
tients with bladder tumors, bleeding was pres- 
ent in 85.7 per cent. He reported in a critical 
review of cases of hematuria that, in 96 per 
cent, causative lesions were found in the urinary 
tract. 

Rathbun,’ in a review of 1500 admissions at 
the Brooklyn hospital, stated that hematuria 
was the outstanding symptom in 203 (13.5 per 
cent). In 106 of the 203 patients, or more than 
50 per cent, a neoplasm was found in the genito- 
urinary tract. He observed that in many in- 
stances the only complaint was blood in the 
urine, while in the second group red blood cells 
were found in the urine in patients who had not 
noted hematuria. 

Eight malignant tumors of the kidney were 
observed in Rathbun’s series and in 7 (8 per 
cent) bleeding was the prominent symptom. 
There were 81 cases of carcinoma of the bladder 
and in this group bleeding occurred in 61 (75 
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per cent). Sixty-one patients with carcinoma « 
the prostate were included in the report. He: 

again, bleeding was prominent in 7 (11.4 pc: 
cent). Of 33 patients with papilloma of the blac 
der, bleeding was complained of by 22 (66. 
per cent). In a series of 274 cases of hype:- 
trophy of the prostate bleeding was noted by i7 
(6.1 per cent) of the patients. 

Dr. Rathbun concluded: “If we could in- 
press upon every man practicing medicine the 
fact that in 50 per cent of all cases, hematuria 
is produced by a tumor and that a large major- 
ity of these cases are malignant or potentially 
malignant, we would do more to reduce our 
cancer mortality and morbidity than can _possi- 
bly be done in any other way.” 


iy 1928 Van Duzen® reviewed 500 consecu- 
tive cases of blood (macroscopic and micro- 
scopic) in the urine. He believed the presence 
of even a few red blood cells in the urine is un- 
common and is often the early warning signal 
of serious organic disease. The amount of blood 
is not diagnostic of any particular disease. Of 
the series of 500 cases, 319 patients (63.8 per 
cent) required treatment other than medical. 

Herman® stated: “It is a regrettable fact that 
hematuria, when unassociated with other symp- 
toms, is frequently disregarded unless its pro- 
fuseness or persistence necessitates surgical 
consultation. On this fact more than any other 
depend the lamentable results of surgery of the 
urogenital tract.” 

MacKenzie’ in 1932 reviewed 2240 cases of 
gross hematuria, the patients having been ad- 
mitted to the department of urology at the 
Royal Victoria Hospital from 1928 to 1932. He 
reported that 20.2 per cent of the patients ad- 
mitted to the department complained of passing 
blood in the urine. It appeared that by far the 
greater proportion of persons complaining of 
gross hematuria had more serious surgical con- 
ditions, i.e., surgical infections, renal tubercu- 
losis, tumors and calculi. Of the 2240 patients 
treated approximately 75 per cent were found 
to have these grave conditious. 

Of the 2240 patients with hematuria, the 
sources of the bleeding were as follows: kidney, 
g27 cases (41.3 per cent); ureter, 274 (12.3 per 
cent); bladder, 466 (20.8 per cent); prostate, 
401 (17.9 per cent); urethra, 124 (5.5 per cent); 
unclassified, 48 (2.1 per cent). 

In 96 per cent of the cases with hematuria, a 


Figure 1. Lesions of the uri- 
nary tract associated with 
hematuria. ( 


causative lesion was found in the urinary tract 
and more than 4o per cent of these lesions were 
neoplastic. 

In 1933 Debenham’ in a review of 742 cases 
of hematuria concluded that papilloma or car- 
cinoma of the bladder is the commonest cause 
of blood in the urine in men, while inflamma- 
tory lesions of the urinary tract contribute most 
frequently to hematuria in women. 


HEMATURIA AS A PRESENTING 
SYMPTOM 


In men there is a 50 per cent chance that hem- 
aturia is due to a papilloma or carcinoma of the 
bladder; in women the cause is as likely to be 
inflammatory as neoplastic. When hematuria is 
the only symptom in the male patient there is a 
2 to 1 chance that it is due to a papilloma or 
carcinoma of the bladder. In women, the most 
common cause is renal calculus. 

Doss’® in 1947 presented statistics combining 
the reports of Walther, Kretschmer, Van Duzen 
and MacKenzie, a total of 5965 cases of hem- 
aturia. In 3072 cases (51.5 per cent) the bleed- 
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ing originated from the lower urinary tract, 
while in 2893 cases (48.4 per cent) the source 
of bleeding was the upper urinary tract. He 
observed that inflammatory lesions, neoplasms, 
foreign bodies, tuberculosis and trauma were 
the causes of bleeding, in that order. 

Scott"’ was of the opinion that general causes 
or systemic diseases are mainly extrarenal and 
comprise less than 5 per cent of all cases of hem- 
aturia. Local causes are urogenital and com- 
prise 95 per cent of the cases. He concluded in 
considering the urogenital tract as a whole that 
the five most important causes of blood in the 
urine are: calculi, tumor, tuberculosis, infection 
and glomerulonephritis. 

In our series of 1600 cases of hematuria we 
likewise observed that calculi, tumor, infection, 
tuberculosis and glomerulonephritis were the 
most frequent causative factors. 

Further evidence of lack of gross appreciation 
of the gravity of blood and blood cells in the 
urine is evidenced by a review of carcinoma of 
the bladder. Hematuria is the presenting symp- 
tom in 79 to 85 per cent of cases. In spite of this 
warning symptom an accurate diagnosis is estab- 
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lished by cystoscopic examination in only 10.8 
per cent within a month after the onset of 
bleeding, 32.1 per cent within five and one-half 
months and 51.7 per cent within a year. 

In reviewing such statistics, it is alarming to 
note that 48.3 per cent of patients with cancer 
of the bladder do not have the benefit of a 
cystoscopic examination to establish the diag- 
nosis until more than a year elapses from the 
onset of hematuria. 

The significance of the detection on micro- 
scopic examination of red blood cells in the 
urine must not be disregarded, and a compre- 
hensive investigation to determine the cause 
should be recommended in this group of cases. 

Even in the absence of symptoms referable to 
the genitourinary tract, the detection (micro- 
scopic) of red cells in repeatedly voided speci- 
mens requires and demands complete urologic 
investigation of the urinary tract. In women 
the specimen of urine should be obtained by 
catheterization. 

The presence of red cells in repeated speci- 
mens of urine may denote the existence of a 
pathologic lesion as grave as that associated 
with gross hematuria. 


CLASSIFICATION OF CAUSES OF 
HEMATURIA 


The following tabulation has been found use- 
ful in classifying hematuria and emphasizes the 
most important causes of hematuria observed 
at the Cleveland Clinic. 


I. Hematuria associated with systemic diseases and general 
conditions: 


A. Acute fevers: 
1. Scarlet fever. 
2. Rheumatic fever. 
3. Tonsillitis. 
4. Measles. 
B. Chronic infections: 
1. Endocarditis (renal infarction). 
2. Malaria. 
C. Blood dyscrasias: 
1. Hemophilia. 
2. Polycythemia vera. 
3. Purpura hemorrhagica. 
4. Leukemia. 
5. Sickle cell anemia. 
D. Deficiency and dietary diseases: 
1. Scurvy. 
2. Liver deficiency. 
3. High protein diet(?). 
E. Following medication: 
I. UROTROPIN®, 
. Cantharides. 
. Mandelic acid. 
. Sulfonamides. 
. Salicylates. 
. Barbiturates. 
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F. Diseases of unknown etiology: 
1. Hodgkin's disease. 
2. Hypertension or arteriosclerosis with renal i: 
volvement. 
3. Periarteritis nodosa. 
4. Glomerulonephritis. 


II. Hematuria due to intrinsic disease of the genitourinar 
tract: 
A. Renal: 
1. Calculi or crystals. 
2. Nephritis. 
3. Tumor—capsular—parenchymal—pelvic. 
4. Infection, acute or chronic including tuberculosis. 
5. Anomalies, polycystic kidneys, pelvic kidneys, 
horseshoe kidneys. 
6. Trauma. 
B. Ureteral: 
1. Calculi. 
2. Infection. 
3. Stricture. 
4. Tumor. 
C. Vesical: 
1. Tumor. 
2. Infection. 
3. Calculi or foreign bodies. 
4. Ulcer. 
5. Trauma. 
D. Bladder neck: 
1. Prostate including seminal vesicles. 
a. Hypertrophy of prostate, tumor—infection. 
b. Infection of seminal vesicles. 
E. Urethra: 
1. Infection. 
2. Tumor. 
3. Stricture. 
4. Trauma. 


IIl. Hematuria associated with extraurinary pathology: 
1. Acute appendicitis. 
2. Diverticulitis of the colon. 
3. Neoplasm of the colon, rectum or pelvic struc- 
tures. 
4. Acute and chronic salpingitis. 


This classification is by no means exhaustive. 
Practically any pathologic lesion of the urinary 
tract may at some time in the course of the dis- 
ease be accompanied by hematuria. It does suf- 
fice, however, to indicate the extent of the in- 
vestigation that may be required to discover 
the contributory factor and eliminate the diag- 
nosis of so-called “essential hematuria.” Other 
data may be available which may give a clue 
to the source of the bleeding. A carefully elicited 
history is essential in each case. The term “blood 
in the urine” requires clarification. Is the hem- 
aturia initial in type? If so, it probably orig- 
inates in the anterior urethra. Terminal bleed- 
ing arises from the posterior urethra and the 
bladder. When the blood and urine are well 
mixed (total hematuria) the bleeding is usually 
of bladder-kidney or ureteral origin. When 
hematuria is associated with interruption of 
the urinary stream, it suggests a tumor of the 
bladder neck. 

While at times the history elicited from the 
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patient is of value in determining the approach 
to the problem, in some instances it may be 
misleading. Similarly, the presence of two co- 
existing pathologic lesions must not be over- 
looked. 

A past history of pulmonary tuberculosis with 
sanatorium care suggests the possibility of renal 
tuberculosis. 

A family history of parents or of more than 
one member of the family succumbing to renal 
disease suggests the possibility of polycystic 
kidneys. 

A past history of a sore throat followed by 
edema and the voiding of smoky urine indi- 
cates the possibility of nephritis. Diseases such 
as deficiency diseases and blood dyscrasias may 
be suspected from information elicited from 
the patient. 

Locke and Minot’ observed hematuria in 15 
per cent of 110 cases of chronic myelogenous 
leukemia. They stated that 20 per cent of the 
patients observed with hemophilia had hem- 
aturia, and emphasized the fact that this symp- 
tom might be the only local manifestation of 
the underlying disease. 

The role which diet plays has been mentioned 
by Squier and Newburgh.” They observed red 
cells in the urine of a patient who had followed 
a diet high in proteins. 

Stepp'* and Engelkes’® have stressed the rela- 
tionship between deficiency of vitamin C and 
hematuria and this observation has been con- 
firmed by others. 

The value of a careful physical examination 
cannot be exaggerated. It may reveal the pres- 
ence of hypertension, unilateral or bilateral renal 
masses, an enlarged spleen, edema or other 
pathologic changes instrumental in the produc- 
tion of hematuria. A vaginal or rectal examina- 
tion may disclose the presence of a malignant 
lesion which explains the source of the blood 
in the urine. 

Laboratory data including blood studies, 
Addis determination, urea clearance studies and 
blood chemistry investigations may furnish fur- 
ther enlightening information. 

The cystoscopic survey including pyelography, 
complete physical study and laboratory studies 
usually suffices to establish an accurate diag- 
nosis. If such investigations are made the lesion 
may be identified early in the course of the dis- 
ease while still amenable to appropriate therapy. 

The following brief case histories illustrate 
conditions which may be associated with hem- 
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aturia and serve to emphasize the futility of 
attempting to establish the diagnosis or esti- 
mate the gravity of the underlying pathologic 
lesion from the standpoint of the history elicited 
from the patient. 


CASE REPORTS 


Case 1—A man 67 years of age entered the 
Cleveland Clinic stating that, at varying inter- 
vals for nine months, he had observed a slight 
amount of blood in the urine. The bleeding 
was evident on two or three occasions and then 
stopped spontaneously. No pain or discomfort 
was evident and the few drops of blood were 
only noted at the conclusion of urination. He 
consulted a physician who prescribed liquid 
medication. For three years the patient had 
observed nocturia, decrease in force of the 
stream and dribbling. 

Cystoscopic examination revealed a tumor on 
the lateral wall of the bladder encroaching on 
the sphincter. The biopsy report was grade 1 
carcinoma of the bladder. The growth was re- 
moved by transurethral resection. The patient 
has been living for two years without evidence 
of recurrence or new tumor formation. 


Case 2—A man 69 years of age entered the 
Clinic complaining of blood in the urine. A few 
drops of blood had been observed at the end of 
urination for six months. The bleeding was 
intermittent and was not associated with pain 
or discomfort. One to three weeks might elapse 
when no bleeding was observed. He had noted 
nocturia two or three times, weakness of the 
force of the stream and dribbling for three 
years. 

Cystoscopic study disclosed the presence of 
prostatic varices. The varices were fulgurated 
with the resectoscope and the patient has been 
free of symptoms for two years. 


Comment—The patients in cases 1 and 2 are 
in the same age group and presented practically 
identical symptoms. The patient with cancer of 
the bladder had been given medication by a 
physician for three and one-half months before 
cystoscopic examination was made. While these 
patients had almost indistinguishable symptoms, 
in one instance carcinoma was present and in 
the other the lesion was not of a serious nature. 
These 2 cases demonstrate the futility of at- 
tempting to estimate the gravity of the causa- 
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tive lesion from the history elicited from the 
patient. 


Case 3—A man 29 years of age entered the 
Clinic November 25, 1949, stating that two 
weeks previously he had had an attack of ton- 
sillitis. He was given an injection of penicillin, 
followed by additional oral penicillin. On Sun- 
day, November 10, he had developed aching 
pain over the back and had noticed a decrease 
in the frequency and amount of urination. The 
urine was red the following day but subsequent- 
ly cleared. Two days later he developed nausea 
and vomiting and his temperature was elevated 
to 102° F. 

General examination—The blood pressure 
was 140 systolic, 100 diastolic. The tonsils were 
enlarged and reddened. There was no edema 
and findings of the rest of the general examina- 
tion were normal. The patient was admitted to 
the hospital for further study. The laboratory 
data were as follows: red blood cell count, 
4,080,000; hemoglobin, 11.8 gm.; white blood 
cell count, 6500, with a normal differential 
count; hematocrit, 43; sedimentation rate, 1.17 
mm. per minute; blood urea, 135 mg. per cent; 
creatinine, 5.8 mg. per cent; chlorides, 610 mg. 
per cent; carbon dioxide, 48.1. 

The volume of the urine for a 12 hour period 
was 160 cc.; specific gravity, 1.018, pH 5.5; 
proteinuria, 0.599 gm. in 24 hours. Casts num- 
bered 16,000,000, red blood cells 16,000,000, 
white blood cells, 10,000,000. A urine culture 
was positive for Bacillus coli. The patient was 
discharged from the hospital three and one-half 
weeks later on a high calorie diet containing 
4o gm. protein. He was instructed to force 3 
liters of fluids daily and bed rest was prescribed 
for one month. He has been under observation 
since that time and the Addis test on November 
8, 1950, was normal. 

Diagnosis—Acute glomerulonephritis. 


Comment—In this instance the recent history 
of acute tonsillitis suggested the underlying 
renal condition. Laboratory data confirmed the 
clinical diagnosis of acute glomerulonephritis. 


Case 4—A man 46 years of age entered the 
Clinic October 16, 1950, complaining of blood 
in the urine. Gross bleeding (complete) was 
first noticed September 1, 1950. Bleeding had 
continued up to the time of examination. An 
intravenous urogram had been secured else- 


where and reported normal. His physician | :e- 
scribed aureomycin and penicillin for five d.ys. 
Findings of the general examination were | \or- 
mal. Cystoscopic examination revealed no p.th- 
ologic lesion in the bladder. The specimen of 
urine from the kidneys showed red blood cells 
but the cultures were sterile. The voided urine 
had a pH of 6. Specific gravity was 1.007; there 
was a trace of albumin and numerous red cells 
were seen ON microscopic examination; culture 
was sterile. Blood studies revealed a red cell 
count of 4,710,000, white cells 11,600. Hemo- 
globin was 13.2 gm. The differential count was 
normal. Blood urea was 27 mg. per 100 ml. Urea 
clearance was 72 the first hour, 82 the second 
hour. Blood sugar was 97 mg. per 100 ml. Addis 
count 350 cc. volume; specific gravity 1.022; 
PH 6.0; proteins 0.18 gm. per liter, 0.216 gm. per 
24 hours. Sediment red blood cells 1,900,000 per 
12 hours; casts, 20,000; white blood cells 525,000. 


Comment (November 24, 1950)—Casts in the 
urine, response to antibiotics, low degree of pro- 
teinuria, good glomerular and tubular function 
all point to a diagnosis of pyelonephritis in 
spite of sterile cultures. 

These conclusions were drawn one month 
after the patient had been on medication. The 
hematuria subsided entirely with the exception 
of one occasion. 


Case 5—A 33-year-old Negro woman entered 
the Clinic November 10, 1950, stating she had 
observed blood in the urine for six months. The 
entire urinary stream was bloody. She was ob- 
served by an urologist who reported that, al- 
though she was bleeding from the left kidney, 
the kidney was normal. Iron was prescribed. 
The bleeding was bright red with occasional 
clots. There were no other urinary symptoms. 

Physical examination revealed no evidence of 
abnormalities. 

A catheterized specimen of urine showed a 
pH of 6.0, specific gravity 1.010 and a trace 
of albumin. Microscopic examination showed 
numerous red cells; the culture was sterile. The 
Wassermann test was negative; blood sugar 120 
mg. per 100 ml., blood urea 21 mg. per 100 ml. 
Bleeding time 1 minute, coagulation 6 minutes, 
prothrombin time 14 seconds. 

Cystoscopic examination and pyelograms re- 
vealed nothing abnormal. Specimens of urine 
from the kidneys showed numerous red cells. 
The cultures were all sterile. Blood studies re- 
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vealed 4,670,000 red blood cells, moderate aniso 
cytosis, slight poikilocytosis, slight anisochromia. 
The white blood cell count was 7600; hemo- 
globin 11.5 gm. Volume of packed red blood 
cells was 93 per cent normal, 42 cc. per 100 cc. 
volume under 1.00. Sickling was observed in wet 
preparation. 


Comment—This patient was first observed by 
an urologist when cystoscopic survey and 
pyelograms were found to be normal and iron 
was prescribed. By not considering the possi- 
bility of a blood dyscrasia as the causative fac- 
tor, the sickle cell anemia was overlooked. 


Case 6—A woman 57 years of age entered the 
Clinic complaining of blood in the urine and 
high blood pressure. The blood in the urine, 
noticed two years previously, had lasted for only 
one day. One year later blood was again detected 
in the urine, unaccompanied by other urinary 
symptoms. Medicine was prescribed at that time 
and in two weeks the bleeding subsided. One 
week preceding our examination blood again 
appeared in the urine, at this time accompanied 
by casts. A diagnosis of nephritis was made 
elsewhere. The patient then entered the Clinic 
for examination. 

The previous diagnosis of hypertension and 
nephritis was confirmed. In view of the hema- 
turia, a cystoscopic study was made which re- 
vealed the presence of a large papillomatous 
tumor in the region of the left ureteral orifice. 
This growth was resected and radon seeds were 
placed in the base of the tumor. The pathologic 
diagnosis was papillary carcinoma, grade 1. A 
new tumor developed one year later which was 
fulgurated. During the last three years there 
has been no recurrence or new tumors. 


Comment—Here again medication was pre- 
scribed by a physician for hematuria without 
having determined the source of the bleeding. 
Two years later a diagnosis of nephritis was 
made and confirmed. When a cystoscopic exam- 
ination was performed, however, the correct 
diagnosis was found to be carcinoma of the 
bladder, nephritis and hypertension. 


Case 7—A woman 56 years of age entered the 
Clinic complaining of blood in the urine. The 
first attack of mild, complete hematuria had 
been noted 18 months previously. Medicine was 
prescribed and the bleeding stopped within five 
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days. Four months later she again observed 
blood in the urine on one occasion. There was 
no further bleeding until six weeks before ad- 
mission. A complete urologic examination 
revealed a tumor of the left kidney. A nephrec- 
tomy was performed and the pathologic diag- 
nosis was carcinoma of the kidney. 


Comment—In this case, if a cystoscopic exam- 
ination had been performed and pyelograms 
secured 18 months previously when medication 
was given to the patient, the outcome would 
have been more favorable. Early diagnosis is 
essential in the management of renal tumors. 


Case 8—A woman 29 years of age entered the 
Clinic complaining of blood in the urine. This 
had been observed for the first time two years 
previously and was not accompanied by other 
urinary symptoms. The bleeding (complete) 
had continued for one month and then sub- 
sided. One year later blood was again noted in 
the urine, and in this instance persisted for two 
months. Bleeding had been present for three 
weeks preceding our examination and was the 
only symptom. 

Cystoscopic examination and pyelography es- 
tablished the diagnosis of left renal tuberculosis, 
and a left nephrectomy was performed. 


Comment—In this patient the absence of uri- 
nary symptoms, aside from hematuria, and 
blood observed spurting from the left ureteral 
orifice at the time of cystoscopy suggested the 
possibility of a renal tumor. Pyelography made 
possible the diagnosis of renal tuberculosis. 


Case 9—A woman 56 years of age entered the 
Clinic in April, 1947, complaining of blood in 
the urine. She stated that from time to time dur- 
ing the preceding two years she had noticed 
traces of blood in the urine. There were no 
other urinary symptoms. 

Cystoscopic examination revealed a tumor on 
the left lateral wall of the bladder. Resection of 
the left lateral wall was performed. Pathologic 
diagnosis was papillary carcinoma, grade 2. 


Comment—This patient had observed traces 
of blood in the urine for two years, but not 
being incapacitated did not seek medical advice. 


CONCLUSIONS 
1. Hematuria is not a disease for which 
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medication should be prescribed, but is a symp- 
tom requiring complete urologic study to deter- 
mine the underlying cause. 

2. The public must be informed of the serious 
aspects of hematuria and advised to seek im- 


mediate medical consultation when the cu. 
tion is first observed. 

3. Case histories are presented to illus: 
the futility of estimating the gravity of the . 
dition from the history elicited from the patict. 


= = 
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Therapy of Chronic and Acute 
Lupus Erythematosus 


JOHN H. LAMB, C. JACK YOUNG AND CORINNE KEATY* 
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upus erythematosus is 
becoming increas- 

ingly interesting 

to general practitioners 
as well as to specialists in 
internal medicine, rheu- 
matology and dermatol- 
ogy. This chronic, some- 
times subacute or acute, 
local or systemic disease 
is characterized cutane- 
ously by rosy pink to 
violaceous lesions which 
gradually enlarge pe- 
ripherally and generally occur on the nasomaxil- 
lary area of the face, cheeks and exposed sur- 
faces of the neck. The lesions are usually well 
defined with a central depression and dry, yel- 
lowish gray scales. Examination with a hand 
lens discloses dilated follicular openings which 
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may be plugged with keratin. In rare instances 
cutaneous lesions may be absent. 


CLASSIFICATION AND ETIOLOGY 


Four forms of the disease are generally recog- 
nized: (1) localized lupus erythematosus which 
occurs on the facial regions and may be divided 
into discoid, seborrheic and the dangerous urti- 
carial evanescent type; (2) the generalized 
discoid and erythematous type with lesions 
occurring on the trunk or extremities. These 
two forms of the disease are not characterized 
by fever, arthralgia or other toxic manifesta- 
tions. The more grave symptoms are observed 
in the (3) subacute and (4) acute disseminated 
or systemic forms. It has been our experience 
that so-called “chronic disseminated lupus eryth- 
ematosus” invariably proves to be a variety of 
the subacute form. 

The numerous etiologic factors which have 
been assigned to lupus erythematosus are per- 
haps responsible for the diversity of therapeutic 
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agents. Photosensitivity without porphyrinuria, 
trauma of any kind, environmental temperature 
changes, medication with heavy metals or sul- 
fonamides, irradiation of lymph nodes and cuta- 
neous skin tests are a few of the many agents 
which have been implicated in provocation of 
the disease. With reference to the role of in- 
fections in lupus erythematosus, the viewpoint 
of Montgomery’ is particularly pertinent. He 
suggests that lupus erythematosus might be 
regarded as a disease which affects the reticulo- 
endothelial system, with a special affinity to the 
skin, lymph nodes and internal organs, giving 
rise to generalized toxic disturbances. This de- 
creases the powers of resistance to bacterial in- 
fections, particularly streptococcus and Micro- 
bacterium tuberculosis, thereby increasing the 
cutaneous susceptibility to external and internal 
influences. This contention is supported by the 
fact that American investigators have not been 
able to confirm the opinion of European work- 
ers that tuberculosis is the most evident etiologic 
factor in the disease. 

We believe that latent tuberculosis or strepto- 
coccic infections may appear and become con- 
tributing factors in morbidity rather than true 
causative agents. While primary streptococcal 
infection has been emphasized by some ob- 
servers,” * this can by no means be shown as the 
etiologic factor in a large number of patients. 
In the systemic form of the disease the presence 
of definite perivascular changes is highly sug- 
gestive of altered metabolic factors. Finally, the 
factor of adrenal insufficiency in lupus eryth- 
ematosus must be considered since Selye* has 
shown that repeated stress in any form can lead 
to adrenal exhaustion. 


THERAPY OF LOCAL AND GENERALIZED 
DISCOID LUPUS ERYTHEMATOSUS 


The diagnosis must be established. A com- 
plete physical examination is imperative. Pre- 
cipitating foci of infection should be eliminated 
and the possibility of dissemination considered. 
Blood examination with special reference to the 
total white cell counts should be done, since 
leukopenia is a contraindication to aureotherapy. 
Anemia may be present. Evaluation of total 
blood protein, albumin-globulin ratio and sedi- 
mentation rate are of value in elucidating ten- 
dencies toward dissemination. Therapeutic re- 
sults are often determined by the duration and 
severity of the disease and the extent of the 
process. In early cases treatment may heal the 
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lesions without scarring, but severe lesions may 
only be arrested without reversing the atrophic 
changes. An occasional refractory case may be 
encountered. The treatment is either topical or 
systemic or a combination of both: 


Topical therapy—X-rays, ultraviolet, radium 
and electrocoagulation, formerly advocated, are 
now in disuse since these agents have been 
known to precipitate exacerbations. Small dis- 
coid lesions may be frozen with carbon dioxide 
without sequelae. Mildly exfoliative prepara- 
tions of 3 to 5 per cent sulfur, resorcin or sal- 
icylic acid in a suitable ointment base may be 
used on the hypertrophic discoid lesions. When 
sunlight is presumed to be a factor in exag- 
gerating the condition, sun-filter creams con- 
taining salol, quinine, tannic acid, methyl- 
anthranilate* or para-aminobenzoic acid are 
valuable. Cosmetic relief of disfiguring facial 
lesions may be obtained from the use of mask- 
ing preparations containing bentonite or NEv- 
TRACOLOR® (1 to 2 per cent). Local intradermal 
injections of cortisone (24 mg. per cubic centi- 
meter in I cc. aqueous suspension) at weekly 
intervals to various portions of the discoid 
lesion have been found to be promising in clear- 
ing the local lesions. 


Systemic therapy: Heavy metals—Gold prep- 
arations—A variety of compounds has been 
used: gold and sodium thiosulfate, gold chlo- 
ride, aurothioglucose and ammonium succinimid 
aurate, and recently, colloidal gold sulfide com- 
bined with nicotinic acid have been recom- 
mended. Aureotherapy is administered intra- 
venously weekly. An initial dose of 10 mg. is 
recommended. This may be increased to 25 to 
50 mg. weekly if there is no response to the 
smaller dosage. Treatment should be guided by 
repeated hematologic studies and urinalyses, 
since 40 per cent of patients develop leukopenia 
and 9 per cent albuminuria. When mild toxic 
manifestations appear the dosage should be 
decreased and the treatment interval increased, 
or, if more severe reactions occur, therapy should 
be discontinued and the administration of Bat 
considered. 

Bismuth preparations—A majority of patients 
with discoid lupus erythematosus respond to 
weekly intramuscular injections of 0.2 gm. of 
an insoluble bismuth preparation. The oral bis- 
muth preparation BIsTRIMATE® contains 410 


*a-FIL CREAM, Texas Pharmacal Company. 
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mg. sodium bismuth triglycollanate, the equiva- 
lent of 75 mg. elemental bismuth, in each tablet. 
A dosage of 2 tablets three times a day im- 
proved 50 per cent of discoid cases within three 
months.‘ Toxic symptoms of stomatitis and 
gastrointestinal disturbance are infrequent com- 
plications of bismuth therapy. 

Vitamin therapy—Calcium pantothenate (2.5 
gm. daily) is nontoxic and often efficacious in 
the treatment of both discoid and disseminated 
types of lupus erythematosus.” Since this com- 
pound is essential to the respiratory enzymes of 
all cells, we believe this drug will prove to be a 
most important supplemental factor in the treat- 
ment of lupus erythematosus. We have observed 
extraordinary improvement in a small number 
of cases which were treated by large doses of 
this vitamin. Parenteral vitamin B complex 
(peyecraL®) and crude liver extract are known 
to improve the appetite, general well-being and 
protein metabolism of patients. Additional as- 
corbic acid (500 mg. a day) should be given 
orally, since this vitamin is vital in formation 
and maintenance of connective tissue and pro- 
tein metabolism. 

Sodium or potassium para-aminobenzoate— 
Sodium para-aminobenzoate has been carefully 
evaluated by the University of Michigan group.”” 
It was found that doses of 24 gm. daily defi- 
nitely improved a limited number of cases. Since 
patients receiving sodium para-aminobenzoate 
may develop nausea, vomiting, pruritus, febrile 
reactions or drug eruptions, it is recommended 
that all cases be hospitalized until a satisfactory 
maintenance dose is established. Further evalua- 
tion of this promising compound is indicated. 

Hormonal therapy—Testosterone propionate 
in moderate dosage (50 to 75 mg. weekly), sup- 
plemented by protein hydrolysates and ascorbic 
acid, has been used with benefit by Lamb and 
his co-workers."' Initial 17-ketosteroid excretion 
was moderately depressed and frequently sem- 
inal insufficiency was evident, as shown by re- 
peated seminal examinations. In two patients, 
equine gonadotropin (500 units daily) supple- 
mented with calcium pantothenate* resulted in 
clinical improvement. The subsequent seminal 
counts were significantly higher, the increase 
paralleling clinical improvement. 

Larger doses of testosterone propionate (50 
to 100 mg. daily) have been employed by 
Fromer.’* This was supplemented by methyl 

*Drugs supplied by courtesy of Schering Corporation (ANnTERON); 


Ayerst, McKenna & Harrison (equinex), and Upjohn Company 
(GONADOGEN) . 


testosterone (20 mg. daily) orally. After four 4 
six weeks the oral preparation was gradua’\\ 
increased to 50 mg. daily. Crystalline (fr) 
testosterone (initial dose 8 mg.) was also . |- 
ministered by mucosal absorption. Lesions <i \- 
appeared in 5 of the 23 patients leaving resid) .\| 
pigmentation and slight atrophy. There « is 
improvement in all subjects. Withdrawal .{ 
treatment for two or three weeks resulted in 
exacerbation in three instances. In women, t:s- 
tosterone doses of over 400 mg. a month muy 
lead to masculinization and hirsutism and 
should be used cautiously. Premenstrual exacer- 
bation may often be controlled by progesterone 
(proLuTON®) administered during the latter 
part of the cycle. 

Complete cure of chronic discoid lupus 
erythematosus in women has occasionally been 
observed following surgical or radiation castra- 
tion."* This procedure, however, should be re- 
served for menopausal patients. 

The administration of cortisone or adreno- 
corticotropin (ACTH) should be employed 
only in the acute systemic form of the disease. 
Complications with prolonged therapy are of a 
serious nature and the response is too erratic to 
justify their use in discoid lupus erythematosus. 
Safer steroids such as testosterone propionate 
or whole adrenal cortical extract supply satisfac- 
tory replacement or maintenance therapy. 

Antibiotics—Penicillin and streptomycin have 
proved to be without influence on the course of 
the disease. Robinson™ reported that although 
5 patients with chronic discoid lupus eryth- 
ematosus were improved by prolonged oral 
chloramphenicol (cHLoRoMycETIN®), two of the 
patients subsequently suffered dissemination of 
the disease. 

General supportive measures—The patient 
should receive a high caloric, high protein diet 
with sufficient iron for the correction of hypo- 
chromic anemia. 


THERAPY OF SUBACUTE DISSEMINATED 
LUPUS ERYTHEMATOSUS 


The treatment of subacute disseminated lupus 
erythematosus is directed toward the prevention 
of acute exacerbations by judicious and con- 
servative treatment. These individuals should 
be protected from climatic extremes, emotional 
stress, intercurrent infections and operative pro- 
cedures which may suddenly alter the body 
defenses. A high protein diet, adequate rest and 
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intensive vitamin therapy are mandatory. ‘The 
value of calcium pantothenate (2.5 gm. daily) 
cannot be overemphasized. Multiple small blood 
transfusions are imperative. Treatment with 
gold or bismuth is contraindicated. 


THERAPY OF ACUTE DISSEMINATED 
LUPUS ERYTHEMATOSUS 


Many authors believe that acute and subacute 
disseminated lupus erythematosus are different 
entities from the discoid forms; however, Mont- 
gomery’ believes that about one third of the 
cases of subacute and acute disseminated lupus 
erythematosus lesions evolve from chronic dis- 
coid lupus erythematosus. In our experience we 
have observed this to occur only twice among 
120 patients. The finding of the Hargraves or 
“L. E.” cell in disseminated but not discoid 
lupus erythematosus, however, suggests that the 
conditions are unrelated. 

In the primary, acute, disseminated type, the 
skin lesions usually begin as erythematous, evan- 
escent patches on the face, frequently coalescing 
and covering the nose, eyelids and cheeks. The 
face may become edematous and pigmented. 
Alopecia is common. Macular, papular or pur- 
puric lesions may appear on the trunk and ex- 
tremities. Muscular weakness is also present, as 
well as joint pains and occasionally visual dis- 
turbances. Positive laboratory findings include 
increased sedimentation rate, reversed albumin- 
globulin ratio, anemia, leukopenia and increased 
P-R interval on electrocardiogram. Albumin, 
glucose, casts, red blood cells and increased 
creatine may be present in the urine. False posi- 
tive serology may occur. The course may be 
rapid and fatal, but may undergo alternate 
exacerbations and remissions. 

Sterilization—In acute disseminated lupus 
erythematosus in women menstrual exacerba- 
tions may occur. In such patients, Rose and 
Pillsbury'* have employed radiation sterilization 
with benefit in some instances. In the authors’ 
experience, one 40 year old woman with menor- 
thagia and subacute disseminated lupus eryth- 
ematosus was completely cured by radiation 
sterilization, but surgical oophorectomy in a 
younger woman with subacute disseminated 
lupus erythematosus resulted in only temporary 
improvement. 

Hormonal therapy—Evidence of hormonal 
changes in patients with lupus erythematosus is 
seen in the decreased excretion of 17-ketosteroids 
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in both men and women. In men there is fre- 
quently reduced testicular spermatogenic activ- 
ity as shown by diminished sperm counts. The 
daily administration of 500 units of equine 
gonadotropin may stimulate testicular produc- 
tion of androgen and thereby supply a potent 
metabolic factor in control of the disease. 

Hormonal therapy in subacute and acute lupus 
erythematosus offers some encouragement. Tes- 
tosterone propionate (50 to 100 mg. weekly), 
because of its nitrogen-retaining properties, is 
recommended for trial in subacute patients; 
however, in acute cases edema may be greatly 
exaggerated by the androgen because of the in- 
duced electrolyte retention. 

We have observed two cases of disseminated 
lupus erythematosus during pregnancy, one 
acute and one subacute. Both were treated with 
steroids (progesterone 50 mg. daily and tes- 
tosterone propionate 75 mg. weekly) to term. 
Both patients delivered normal infants. Com- 
plete remission occurred in the acute patient, 
and sustained improvement in the woman with 
subacute lupus erythematosus. 

Brunsting and his co-workers,” in evaluating 
cortisone and ACTH therapy in acute dissem- 
inated lupus erythematosus, observed improve- 
ment in general well-being and _ increased 
resistance to stress and to crisis in their patients. 
Upon cessation of therapy relapses occurred. 
These authors believed all patients should be 
hospitalized and that intercurrent infections 
were masked by cortisone or ACTH therapy, 
but could be prevented by chemotherapy. They 
observed undesirable effects of water retention, 
euphoria with shifting moods of depression and 
exaltation, facial rounding and abdominal striae 
of Cushing’s disease. Acne and virulism have 
been noted. 

Conn” has pointed out that doses of corti- 
sone and ACTH currently employed are astron- 
omically high when compared with the replace- 
ment dose, i.e., 5 mg. of cortisone will maintain 
a patient with Addison’s disease in complete 
health, whereas 100 mg. a day is being widely 
used in treatment of diseases of adaptation. We 
agree that hormones should be used in physio- 
logic dosages. 

It is probable that the future hormonal ther- 
apy of disseminated lupus erythematosus will 
consist of large doses of ACTH or cortisone 
during the emergency period. This then may 
be followed by safer maintenance doses of other 
steroids, such as whole adrenal cortical extract 
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or testosterone propionate. This will effect a 
more normal hormonal balance, rather than ab- 
normally increasing the level of one hormone 
with subsequent inhibition of others. Undoubt- 
edly the hormonal equilibrium as well as the 
hormone itself must be considered in using 
these substances. 


and bismuth), vitamins (calcium pantothen:ic, 
B complex and ascorbic acid), sodium or pot.s- 
sium para-aminobenzoate, antibiotics and 
monal methods is discussed. The use of chorio: ic 
gonadotropin 500 units daily increases testicu! ir 
androgenic activity, while 50 to 75 mg. week 
of testosterone propionate may be used as si\\)- 
stitutional therapy. Cortisone and ACTH are 
contraindicated in the treatment of localiz:d 
lupus erythematosus. 

The symptoms of subacute and acute dissem- 
inated lupus erythematosus are reviewed. The 
management of acute disseminated lupus eryt- 
ematosus complicated by pregnancy is discusse:|. 

Cortisone and ACTH therapy should be lim- 
ited to hospitalized patients whose conditions 
are critical and all should receive chemotherapy 
as prophylaxis against masked infections. 

The future therapy of systemic lupus eryth 
ematosus may well consist of large amounts ol 
cortisone and ACTH during periods of immedi- 
ate crisis followed by maintenance doses of 
other steroids (adrenal cortical extract or tes- 
tosterone propionate) in physiologic doses. 


SUMMARY 


The etiology and classification of lupus eryth- 
ematosus is discussed. Adrenal exhaustion from 
noxious stimuli may be an important predis- 
posing factor and is apparent during the course 
of the disease. Tuberculous and streptococcic 
infections are probably secondary rather than 
causative. 

The therapy of discoid lupus erythematosus 
may be topical or systemic in nature. Topical 
measures include solid carbon dioxide, mildly 
exfoliative preparations of sulfur, resorcin or 
salicylic acid, sun-filter creams and masking 
preparations. X-rays, ultraviolet, radium and 
electrocoagulation therapy are contraindicated. 

Systemic treatment with heavy metals (gold 
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COMING POSTGRADUATE COURSES 


University of Minnesota Medical School, Minneapolis 

Continuation course in industrial medicine, at the 

Center for Continuation Study, October 6, 1951. 

Dr. Arthur K. Peterson of Chicago, guest faculty 

member, will discuss visual problems in industry. 

Other subjects to be covered include dermatitis, back 
injuries and lead poisoning. 

One day course on ACTH and cortisone, October 17. 
Dr. Edgar S. Gordon, University of Wisconsin Medi- 
cal School, will be visiting faculty member and will 
deliver the annual Journal-Lancet Lecture. 

Continuation course in chest diseases, October 18-20, 
sponsored by the Minnesota chapters of the American 
College of Chest Physicians and the American 
Trudeau Society. Visiting faculty members include 
Dr. William E. Adams, Chicago; Dr. Robert G. 


Bloch, New York, and Dr. O. A. Sander, Milwaukee. 

Continuation course in roentgenology of chest diseases, 
October 29 to November 3, 1951. Visiting faculty 
members include Dr. W. Edward Chamberlain, 
Philadelphia; Dr. Benjamin Felson, Cincinnati; Dr. 
L. Henry Garland, San Francisco; Dr. George R. 
Krause, Cleveland, and Dr. Averill A. Liecbow, New 
Haven. Dr. Chamberlain will also give the annual 
Leo G. Rigler Lecture in Radiology, Thursday, 
November 1. 


Emory University School of Medicine in cooperation 
with The Medical Association of Georgia 

Fourth annual postgraduate course in medicine and 

surgery for general practitioners at Grady Memorial 
Hospital Auditorium, October 8-12, 1951. 
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IN GENERAL PRACTICE 


For general practitioners, in whose practice is included a 
major proportion of the medical management of infants 
and children, and for the specializing pediatrician as well, 
PostcrapuaTE MepicineE presents this special regular de- 
partment devoted to brief discussions by recognized 
authorities on their preferred methods of the treatment 
and management of diseases and problems of infancy and 


childhood. 


Caries Control in Medical Practice 


MAURY MASSLER* AND JACK D. ZWEMER 


UNIVERSITY OF ILLINOIS COLLEGE OF DENTISTRY, CHICAGO 


HE physician is fre- 
confronted 
with children who 
have extensive dental 
decay and infection. It 
then becomes the prob- 
lem of the physician to 
advise the patient and 
the parents regarding 
(1) repair of the dental 
defects and (2) preven- 
tion and control of fur- 
ther dental decay. MASSLER 
The treatment of cari- 
ous primary “baby” teeth lies within the prov- 
ince of the dental practitioner. It is unfortunate 
that not every dentist will accept the child pa- 
tient. Usually the basic factor in his refusal is 
economic. Very frequently, however, the dentist 
is unfamiliar with the needs of children or is 
unable to manage the child. It therefore becomes 
the responsibility of the physician to seek out 
the competent dental practitioners in his area 
who are willing and eager to care for the dental 
needs of children. The local dental society 
usually has such listings. Patients greatly ap- 
preciate such advice. 
The control and prevention of decay lies 
within the province of both the medical and 


*Professor of Graduate Pedodontia, University of Illinois College of 
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dental practitioner. The physician as well as the 
dentist can initiate effective methods of control 
and the problem is, in fact, the joint concern of 
both practitioners. 


CARIES CONTROL VIA SUGAR CONTROL 


The most important single factor contributing 
to dental decay in children is the excessive in- 
gestion of refined carbohydrates between meals. 
The acidogenic bacteria on the protected areas 
of the tooth surfaces can produce acid from 
sugars in a remarkably short time (go seconds). 
Every time a child has suger in his mouth, a 
burst of acids produced by these oral bacteria 
attacks the tooth surfaces. 

Sugars ingested at mealtime are not particu- 
larly injurious since the diluting and detergent 
action of the other foods and the buffering 
capacity of the saliva can adequately neutralize 
the acid. The great danger arises if sugars are 
ingested between meals when sticky confections 
and concentrated sugars adhere to the tooth sur- 
faces for long periods of time and the acid pro- 
duced is not quickly removed. 

It is remarkable how much and how often 
children consume sweets between meals. The 
American child is notorious for his “sweet 
tooth.” The consumption of candies, cookies, 
jam and soda pop is sometimes encouraged 
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through commercial advertisement on the basis 
that these confections are needed to supply 
energy for the rapidly growing, active child. 
It should be pointed out that the caloric re- 
quirements of a child should be provided at 
mealtimes and, even more important, should be 
balanced by other foodstuffs such as proteins, 
fats and vitamins. Excessive consumption of 
refined sugars between meals has the unfortu- 
nate tendency of dulling the appetite of the 
child so that he approaches his mealtime with 
little desire for more nutritious food. In this 
way excessive sugar intake has a strong ten- 
dency to displace essential foodstuffs from the 
diet and may lead eventually to a nutritional 
deficiency. 

It has been shown by studies in a number of 
dental colleges that reduction of between-meal 
sugars almost always leads to an arrest in caries 
activity and in many instances prevents the re- 
currence of further extensive decay. The reason 
for this is the remarkable reduction in the num- 
ber of acid-producing Lactobacilli acidophilus 
in the mouth following sugar restriction. Lacto- 
bacillus counts often remain depressed for six 
months following a one month reduction in 
refined carbohydrate intake. In our experience, 
children who consume excessive amounts of 
sugar benefit in other ways from a sugar-control 
program. The child’s appetite is considerably 
improved and as a result his eating habits are 
greatly improved and the diet tends to become 
better balanced. 

Caries control via sugar control can be carried 
out easily and effectively by the medical practi- 
tioner. The child and parent should be instruct- 
ed to keep a careful account of the daily intake 
of all foods and snacks on a simple diet record 
sheet. Everything eaten should be reported as to 
kind and amount. At the end of the week, the 
physician can determine by simple inspection 
whether the total consumption of food is ade- 
quate in calories, proteins, minerals and vita- 
mins for the child’s needs and whether there is 
an excessive amount of between-meal sugar. 

If rampant decay is present, the patient should 
be instructed to eliminate all refined sugars be- 
tween meals. If cooperation by the patient is 
difficult, noncariogenic foodstuffs such as potato 
chips or rye bread and butter should be substi- 
tuted for the candy and cookies which the child 
craves. The fat will supply all the calories which 
the child may require and is protective rather 
than cariogenic. Such substitutions are acceptable 


to almost all children. In fact, the between-mea! 
snacks can be so adjusted as to make up for th: 
mealtime deficiencies in proteins, fats and min 
erals. Children who refuse milk at mealtimes 
will consume large quantities between meals as 
snacks. Cheeses and meats between meals should 
be used to properly balance the child’s dietary 
habits and nutritional intake. The habit of brib- 
ing children with candies should be discouraged. 

It is surprising to discover how much sugar 
is contained in common confections. For exam- 
ple, the average candy bar contains from 4 to 7 
teaspoonsful of sugar while a bottle of soda pop 
may contain as much as 5 teaspoonsful of sugar. 
A child with rampant decay may consume as 
much as 15 teaspoonsful of sugar between meals 
in excess of his caloric needs. Such quantities 
between meals serve only to destroy the appetite 
and promote the progress of dental decay. 


CARIES CONTROL VIA ORAL HYGIENE 


It has been shown that cleansing the teeth 
immediately after each meal effectively reduces 
dental decay, presumably by washing away the 
acids from the tooth surfaces as soon as they are 
formed. Regular brushing of the teeth immedi- 
ately following each meal and_ between-meal 
snack should be encouraged in all patients. 

Since society has not yet come to accept the 
practice of toothbrushing at the dinner table, an 
effective substitute is the careful rinsing of the 
mouth with water after each meal. Another 
method of removing acids formed on the tooth 
surfaces is the use of natural, detergent foods 
at the end of the meal instead of highly sweet- 
ened desserts. If desserts must be used, they 
should be consumed at the beginning of the 
meal (when they may destroy the appetite but 
not the teeth). 

The physician is regarded by all as the high- 
est authority in matters pertaining to health. 
The medical practitioner can therefore aid in 
maintaining dental health by encouraging ra- 
tional oral hygiene in his patients. Simple in- 
spection of the tooth surfaces will soon reveal 
whether the person practices hygienic measures 
through natural or artificial means. If the teeth 
are covered with slimy or calcareous debris, it is 
prima-facie evidence of oral neglect and of fail- 
ure to utilize the cleansing action of natural 
foods or toothbrush. Instruction in this practice 
will help greatly in preventing extensive dental 
decay. 


ip 
7 
iv 
: 
bea 


The measures just outlined can easily be in- 
voked in medical practice. In this way the physi- 
cian can do much to encourage and prepare his 
patients for good dental and oral health. The 
dental practitioner will then find it much easier 
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to continue a successful program of caries con- 
trol. The reparative program (fillings and re- 
placement of lost teeth) is also made much 
easier if the patient has been prepared for it by 
his physician. 


The Treatment of Megaloblastic 


Anemia in Infancy 


C. W. WOODRUFF* AND J. C. PETERSON** 


VANDERBILT UNIVERSITY SCHOOL OF MEDICINE, NASHVILLE, TENNESSEE 


HE diagnosis of 
ane- 

mia in infancy is 
established by the find- 
ing of megaloblastic 
bone marrow. This ane- 
mia usually occurs in 
infants less than 18 
months of age although 
it may be found at other 
ages in conjunction with 
celiac disease. The ane- 
mia may be mild or se- WOODRUFF 
vere and is normo- 
chromic and normocytic or slightly macrocytic. 
Most patients developing this anemia have been 
fed almost exclusively on milk or on formulas 
largely derived from milk. A deficient ascorbic 
acid intake and infections are often precipitating 
factors. The administration of folic acid or 
other specific therapy is followed by a complete 
and permanent remission. 

This syndrome emerged as a distinct entity 
only within the last decade, following the de- 
velopment of technics for the routine study of 
the bone marrow in children and the evolution 
of several specific hemopoietic agents. Zuelzer 
and Ogden’ reported on the efficacy of folic acid 
as a therapeutic agent in this anemia. Others 
have confirmed this experience. No failure of 
folic acid therapy has been reported. While 
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efficacious in many of 
these patients, vitamin 
Biz is sometimes com- 
pletely ineffective in 
producing a remission.* 
The activity of liver ex- 
tracts is presumably 
due to their vitamin Biz 
content. 

The dosage and route 
of administration of 
folic acid in megaloblas- 

PETERSON tic anemia have been 

the subject of studies by 

the present authors. Although it has been cus- 
tomary to give folic acid parenterally in large 
doses (5 to 15 mg. daily), the oral route is also 
effective. We have seen adequate responses to 
oral doses as low as 200 micrograms daily. The 
smallest effective oral dose has not yet been 
determined. While such small doses are not 
recommended for routine use, they do illustrate 
the efficacy of oral therapy. The hematologic 
response is first noted in the bone marrow where 
an increase in erythropoietic activity and dim- 
inution in the number of primitive cell types 
usually occur within 48 hours. A reticulocytosis 
begins on the third or fourth day and reaches a 
peak by the tenth day of therapy. The red cell 
count and hemoglobin concentration increase 
during this time and soon reach normal values. 
By the tenth to twelfth day the lethargic, ano- 
rexic infant becomes alert and happy and may 
have an almost insatiable appetite. Therapy may 
be discontinued after two weeks without dim- 
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FIGURE 1. Response 
to vitamin By» of a 
9 month old infant 
fed little except 
goat’s milk. 
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inution in the rate of recovery. This sequence 
of events has occurred following the admin- 
istration of as little as 2 mg. of folic acid during 
the whole course of treatment. The hematologic 
progress of two patients is illustrated. Figure 1 
depicts the response to vitamin B12 of a g month 
old infant fed little except goat’s milk. The pa- 
tient in Figure 2 failed to respond to vitamin 
Biz, yet had a maximal response to folic acid 
when it was subsequently administered. 

For the uncomplicated case of megaloblastic 
anemia of infancy, specific therapy should con- 
sist of 5 mg. of folic acid by mouth daily. The 
parenteral route may be used in the presence of 
gastrointestinal disturbances. The rapid regen- 
eration of blood makes transfusions unnecessary 
except for patients with very severe anemia or 
in those cases complicated by serious infections. 
Since almost all of these patients have been re- 
ceiving a diet restricted to milk, it is important 
to correct their poor dietary habits by adding 
other foods at this time. Milk diets are also 
commonly associated with deficient or subopti- 
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Adenoidectomy 


FRANCIS L. LEDERER* 


of the benefits which arise from perform- 

ing a tonsillectomy in suitable cases led to 
a wave of enthusiasm which outstripped com- 
mon sense. The pendulum has swung to and 
fro, for and against the operation. Numerous 
forces have combined to bring tonsillectomy 
and adenoidectomy into focus at this time for a 
re-evaluation of the facts in the light of newer 
knowledge. 


Te realization early in this century of some 
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Indications for Tonsillectomy and 
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mal intakes of vitamin C and iron. Ascorbic 
acid, at least 100 mg. daily, or its equivalent as 
orange juice should be given. Ferrous sulfate 
in small amounts may also be included in the 
management of these patients to prevent the de- 
velopment of hypochromic anemia during the 
period of rapid growth which often follows 
recovery. 

Prevention of this anemia would seem to de- 
pend upon the addition of foods other than 
milk to the diet at an early age. Adequate in- 
takes of vitamin C are also essential as May 
and his co-workers* have demonstrated experi- 
mentally. In those infants whose diets are limit- 
ed due to restrictions imposed by allergic dis- 
orders, etc., the administration of folic acid or a 
natural source of this vitamin such as yeast ex- 
tract in addition to the other members of the 
vitamin B complex is a rational approach. Al- 
though there is no knowledge concerning the 
requirements of the human infant, if any, sup- 
plements of 0.5 to 1.0 mg. daily would seem to 
be more than ample. 


of infancy. Pediatrics 4:723, 1949. 
3. May, C. D., Newson, E. N., Lowe, C. U. and Satmon, R. J.: 
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Not so very long ago it was considered sound 
for physicians to advise their patients that the 
tonsils served no useful purpose and that they 
actually were a potential threat to continuous 
good health. They reasoned that infection 
could set in at any time and lead to the devel- 
opment of rheumatic fever, endocarditis, neph- 
ritis, arthritis and a host of other systemic 
diseases. Furthermore, the literature of the past 
has emphasized the close relationship between 
large and therefore presumably “infected” ton- 
sils and surgical conditions like chronic chole- 
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cystitis, peptic ulcer, ap- 
pendicitis and other dis- 
eases. Thus, it was gen- 
erally accepted that the 
tonsils were better “out” 
than “in” and in line 
with this thinking un- 
told thousands of per- 
sons were tonsillectom- 
ized as a “prophylactic 
ritual.” 

This practice was ac- 
cepted in general by 
doctors and _ patients 
alike, since it was believed that at the very 
worst little harm could result from removing 
what were supposedly useless appendages. Most 
often the operation was performed because of 
suspected or anticipated trouble. This mis- 
guided approach led to a train of evils which 
unfortunately still exists in spite of recent ad- 
vances in knowledge of the physiology and 
pathology of the tonsils. 

A concerted educational effort is being made 
to unfetter the medical world from the surgical 
ritualistic approach to the removal of tonsils 
and adenoids, by pointing out certain fallacies 
in the thinking of the physicians of past genera- 
tions. At present surgeons are in agreement that 
the indications for tonsillectomy should be re- 
evaluated and strengthened. Further, it should 
be emphasized that the operation is not with- 
out danger and should be carried out in the 
hospital rather than the physician’s office or the 
patient’s home. It is now also believed that a 
few tonsillectomies performed by the intern, 
even under supervision, are insufficient to quali- 
fy him to perform this operation without fur- 
ther instruction and complete basic training in 
otolaryngology. It is interesting to note that the 
more skilled the tonsil surgeon, the greater is 
his respect for this supposedly simple and minor 
procedure. From him, as well as from our own 
clinical statistics, one finds that, contrary to 
what was frequently claimed in the past, this 
operation may result in dire consequences even 
in the most skilled hands. 

Some physicians continue to remove tonsils 
with little regard to indications. It is the physi- 
cian who performs tonsillectomies in a most 
routine manner regardless of the medical status 
of the patient and who quite freely ignores the 
actual dangers that are inherent in the tonsil 
operation per se, and who refuses to recognize 
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that large tonsils alone are usually not an inc. 
cation for tonsillectomy, to mention only a fc. 
points—it is that type of unskilled and 
informed physician whose judgment should |\¢ 
questioned. At the very least, if all of this 
springs from his ignorance, then certainly there 
must be some means of bringing the prop r 
facts to his attention in order that he may learn 
as soon as possible how damaging is his ap- 
proach to the problem. In time, if recognition is 
given to the newer concepts of tonsil physiology, 
one can foresee a happier, healthier and more 
grateful patient. 

It should now be recognized that the remov.\| 
of normal tonsils certainly can be harmful to 
patients, especially if they are young children 
up to 6 or 7 years of age. Vital staining methods 
have made it possible to determine in vivo the 
fight of the living organisms against all foreign 
bodies which invade the tonsils and the modes 
of action of different defense mechanisms which 
they possess. Different routes for the elimina- 
tion of foreign bodies, even pathogenic ones, 
and the pathogenesis of secondary metastases of 
tonsillar infection may be outlined as follows: 

1. By way of the blood (septicemia). 

2. Through the lymphatics (ganglionic). 

3. By way of centers of reaction; nodules are 
not considered as germ centers but as centers 
of reaction endowed with phagocytic and im- 
munizing properties. These centers thereby may 
participate in local as well as general body 
defense. 

4- By way of the centrifugal transepithelial 
route of the pharynx as the result of histiocytic 
elements. 

5- By way of the peritonsillar route; this ex- 
plains the formation of a peritonsillar abscess 
from an intratonsillar infection. The rhino- 
pharyngotonsillar physiology must be thorough- 
ly appreciated, for it is evident that there is an 
uninterrupted connecting network of blood ves- 
sels and lymphatics which sets up the follow- 
ing possibilities: 

a. An efficient lymphatic route can be dem- 
onstrated, whereby dye is carried from the 
nose to the tonsils, the result of a reverse 
lymphatic current. 

b. Direct endogenous peritonsillar route. 

c. Exogenous route (direct and indirect), 
facilitated by the tonsillar crypts. 

To each of the routes of microbial invasion 
which have been mentioned, there is a cor- 
responding anginal pathogenesis. Angina and 
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tonsillitis are not to be employed as synonymous 
terms. Angina has been defined as “an acute, 
baneful or morbid inflammation of the mucous 
membranes of the entire pharynx and Wal- 
deyer’s lymphatic ring resulting from a local or 
general infection caused by a pathogenic agent.” 
Tonsillitis, on the other hand, is “an inflamma- 
tion, acute or chronic, baneful or specific, local- 
ized to the tonsils.” 

One may ask, “What is a pathologic tonsil?” 
When an acceptable answer will be forthcom- 
ing, based on scientific indicators, then and then 
only will it be possible to define proper indica- 
tions for tonsillectomy. Until that time, we must 
base our decision as to whether or not we oper- 
ate on the results obtained from tonsillectomy 
by experienced tonsil surgeons of the past. In 
the meantime one point stands out quite promi- 
nently, and that is the fact that large tonsils 
need not mean a “more infected tonsil.” Fre- 
quently it is the small embedded tonsil which 
is most troublesome. It has been shown that the 
tonsil which has the worst histologic appearance 
may have been clinically symptomless. On the 
other hand, children with a history of many 
sore throats may have tonsils which appear 
histologically normal. While tonsils with crypts 
from which material can be expressed are fre- 
quently infected, this yellowish secretion or par- 
ticles may merely represent food or retained 
cellular debris. All tonsils, regardless of size, 
harbor virulent as well as nonvirulent organisms 
almost from birth.’ 

Size in itself is insufficient as an indication 
for removal of the tonsils. Tonsils have been 
suspect when there have been repeated sore 
throats or peritonsillar abscess, rheumatic fever, 
cervical adenitis, nephritis and even a dry cough 
with a tickling sensation. Cervical adenitis, as 
such, may not be an indication of chronic dis- 
ease of the tonsils and the fear that infection 
may spread from that area appears to be un- 
warranted. 

An acutely inflamed tonsil often is a precursor 
of repeated and periodic attacks of acute tonsilli- 
tis. These episodes are usually characterized by 
chills, fever, malaise, sore throat and dysphagia. 
The tonsils appear red, phlegmonous and often 
reveal focal areas of exudate on the surface. 
Sore throats do not necessarily imply tonsillitis, 
since the cause of the soreness may not be in 
the tonsils per se but may be on the basis of a 
myositis or a pharyngitis. The child or even the 
adult who suffers from a sore throat may have 
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had his tonsils removed or may have no signs 
of a tonsillitis. It is a commonplace custom to 
describe a patient with recurring attacks of the 
above nature as one suffering from “infected” 
or “diseased” tonsils. The term is loosely applied 
because the tonsils are infected almost from 
birth and contain virulent organisms from that 
time on. But until a better descriptive adjective 
can be found, we will continue to employ the 
term “infected” in this situation. It is this type 
of tonsillar disease which should serve as the 
“indicator” for tonsillectomy. 


INDICATIONS FOR TONSILLECTOMY 


Most of the present day indications are based, 
to a large extent, on what is described as the 
“theory of focal infection.” It is generally con- 
ceded that bacterial infection of the tonsil oc- 
curs during earliest childhood. It is also well 
established that an acute systemic disease may 
occur secondary to acute infection of the tonsil: 
for example, acute nephritis, rheumatic fever, 
endocarditis and arthritis. Furthermore, it is 
well known that thyroid gland hyperfunction 
may occur and can result from tonsil and nasal 
infections. This fact is important in the evalua- 
tion of a patient with hyperthyroidism associ- 
ated with infected tonsils. Here a tonsillectomy 
is recommended. In the same way “infected” 
tonsils, in the presence of an acute infectious 
arthritis, could be considered the cause of the 
arthritis if no other evidence of infection else- 
where in the body is found. In this instance as 
well, tonsillectomy is probably indicated. The 
same, to a degree, applies to acute nephritis. 

It seems reasonable therefore to accept the 
fact that acute systemic disease may occur sec- 
ondary to acute tonsillitis and the tonsils’ re- 
moval in the subacute phases of the disease 
might prove beneficial. Whereas tonsillectomy 
reduces the incidence of sore throat or tonsillitis 
in persons who have had repeated attacks of 
rheumatic fever or relapse, it does not lower the 
incidence or have any beneficial influence on 
glomerulonephritis. Despite fever, leukocytosis, 
hyperglobulinemia and the presence of agglutin- 
ins for various bacteria, many investigators sus- 
pect rheumatoid arthritis to be a metabolic dis- 
order rather than an infectious disease. 

Unfortunately the theory of “focal infection” 
has been carried too far in many instances, espe- 
cially since it seems so difficult to determine 
exactly what constitutes “infected” tonsils. Here- 
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in lies the main reason why this idea has been 
carried to the point of abuse. In the past, it has 
been generally accepted by physicians, almost 
universally, that large tonsils were synonymous 
with “infected” tonsils. Unfortunately this er- 
roneous concept was especially applied in the 
situation of the school child where the exam- 
ining school physician would frequently send 
the child home because the tonsils were en- 
larged. He would recommend tonsillectomy to 
eliminate this condition. There would then 
result a chain of circumstances which would 
involve the family physician, the pediatrician or 
the otolaryngologist who had not so regarded 
the child’s tonsils. In view of the more recent 
developments, it is strongly urged that public 
health authorities make it clear to school exam- 
ining physicians that this practice is unwise and 
should be modified and even discontinued. 

The fact must be accepted that the tonsils, 
being useful portions of the anatomy, should 
never be removed without positive evidence that 
this procedure is required (i.e., that the tonsil 
is “acutely and repeatedly” infected). In other 
words, it must always be borne in mind that 
tonsils and adenoids play an important part in 
the development of autoimmunization in the 
young child. At the age of 5 or 6 years this form 
of immunization is still incomplete but will 
flourish provided that the tonsils are still pres- 
ent. Repeated infections will be necessary before 
the process of immunization is completed. On 
the other hand, if tonsillectomy and adenoidec- 
tomy are performed before the completion of 
this autoimmunization process, then the child 
will remain unprotected and actually may be 
endangered later in his life. 

Allergy is another factor to be considered in 
relation to the consideration of the tonsil prob- 
lem. Suffice it to say that allergy in a child 
usually presents itself as a general lymphoid 
hyperplasia, which often involves the tonsils and 
adenoids (as well as the other components of 
Waldeyer’s ring). Under such circumstances, 
indiscriminate removal of these organs is strong- 
ly rejected unless there is adequate evidence of 
disease therein which might be producing as- 
sociated rheumatic, cardiac, renal or arthritic 
complications. In order better to determine the 
presence of allergy, it is suggested that the nasal 
mucous membrane be carefully examined and 
that a complete family and clinical history be 
taken along these lines in every candidate for 
tonsillectomy. In this manner a certain number 


of unnecessary tonsillectomies could be elimi- 
nated. We are most reluctant to indicate s\ir- 
gery in allergic individuals as we have not found 
our results to be sufficiently encouraging, es})- 
cially in allergic children under 6 years of aye. 

It is of added interest that in the nonalleryic 
child the indications usually accepted, such 4s 
repeated tonsillitis and local sepsis, which up io 
more recent times were considered correct aid 
based on medical fact, are now, with the intro- 
duction of antimicrobials, no longer acceptable 
in the same light. Along these lines, it is inter- 
esting to study the status of secondary infections 
which formerly resulted from acute tonsillitis, 
insofar as the antibiotics have changed the 
previous pathogenic course of the infections. 
Their effect in preventing the development of 
chronic recurrently diseased tonsils, which for- 
merly often ensued following acute tonsillitis, 
will also bear watching when this problem is 
studied more completely in the years to come. 
In other words, just as the antimicrobial agents 
have influenced and greatly reduced the inci- 
dence of complications of acute otitis media, in 
the same way we certainly should expect the 
number of tonsillectomies to drop off dramati- 
cally and almost as completely. 

Reimann and Havens* have shown that local 
evidence of tonsillar enlargement frequently dis- 
appears if recovery from the general disease 
ensues, and also that tonsils, particularly in mal- 
nourished children, probably would become 
normal spontaneously if the general health were 
improved by hygienic and nutritional measures. 
These same observers believe that people whose 
tonsils are still present are no worse off than 
those whose tonsils had been removed in the 
past. And they point out further that patients 
whose tonsils are removed often continue to 
suffer from the original disease for which they 
had been tonsillectomized in the first place. 


INDICATIONS FOR ADENOIDECTOMY 


The adenoids have always been almost in- 
separably linked with the tonsils. Adenoids have 
been suspect when there were such symptoms 
and signs present as nasal obstruction, mouth 
breathing, snoring, ear trouble, running nose, 
high arched palate, dental overcrowding or 
malocclusion. 

The criteria for removal of the adenoids have 
also undergone pronounced changes. In most 
instances the indications have narrowed down 
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to whether or not the patient is developing a 
middle ear deafness due to the presence of ade- 
noid tissue in the region of the eustachian tubal 
orifices. In such instances it must be clinically 
demonstrated that the tubal orifices are sufh- 
ciently blocked that normal ventilation and 
drainage are impaired. In these patients, ade- 
noidectomy should be recommended. 

Recently there has been a strong advocacy for 
the application of radium to the nasopharynx 
in this type of clinical condition. From some 
reports this procedure in indicated situations 
should be of value. On the other hand, the in- 
discriminate use of this method is to be de- 
plored.* Unfortunately, radium is commercially 
available and easily accessible to everyone in 
the profession. Besides trained otolaryngologists, 
many others employ this therapeutic modality. 
The untrained are often unaware of the dangers 
inherent in the radium element itself both to 
the patient and to the physician. The promis- 
cuous use of this treatment may lead to harm. 
It should be employed only by those who can 
establish the indications for its use and under- 
stand radiobiology. Unfortunately, too, the pro- 
cedure is apparently so simple in its technic 
that it has been utilized by others than those 
who have an adequate knowledge of the post- 
nasal space. The argument is not with the pro- 
cedure itself, but rather with its indiscriminate 
use by unskilled and untrained personnel. 

The physician must always learn from the 
patient whether or not x-ray or radium therapy 
has ever been applied to the nasopharynx previ- 
ously, and how often. A routine audiogram 
should always be taken before treatment is 
applied, and a small sketch demonstrating the 
relative amount of lymphoid tissue observed 
around the tubal orifice should be recorded on 
the audiometric chart or elsewhere on the his- 
tory form. The nasopharynx and “the hearing” 
should again be examined one month after 
treatment is instituted. Usually the hearing 
curve improves about four weeks following 
application in responding patients. 

If necessary, radiation treatments may be ap- 
plied at two to three week intervals. About three 
treatments will usually suffice to bring about a 
favorable result in indicated cases. Employed 
rationally, it can be generally accepted that ir- 
radiation is of value in the treatment of deafness 
resulting from lymphoid hyperplasia in the area 
of the eustachian tube orifices. All coexisting 
allergy and/or infections in the upper respira- 
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tory areas must be eliminated before therapy is 
instituted. 


SURGERY AND POLIOMYELITIS 


For some years now, the role of the tonsil 
and adenoid operation in relation to poliomyeli- 
tis has been interesting but controversial. Scien- 
tific evidence and statistical analysis may be 
manipulated at will and serve both the pros 
and cons. The problem is still in a state of flux 
with the medical profession on the defensive, 
conditioned by the opinion of a public more 
alarmed than informed. While all present evi- 
dence taken objectively does not prove that the 
operation predisposes to the disease, there is 
some that is strong enough to suggest caution 
during severe epidemics. It might be well to 
consider that the real risk of doing the surgery 
should not be substituted for the fancied risk of 
poliomyelitis. However controversial, it would 
seem that postponement of an “elective” proce- 
dure is in the public interest and to the advan- 
tage of the physician. 


SUMMARY 


It is apparent that the question of tonsil and 
adenoid removal is too complex to be solved by 
rigid rules. With the background of the discus- 
sion which has gone before, the absolute indica- 
tions can be listed as follows: 

1. Frequent attacks of acute tonsillitis with 
fever, malaise, dysphagia, etc. 

2. Recurrent attacks of peritonsillar abscess. 

3. Recurrent or persistent cervical adenopathy. 

4- Gross hyperplasia of the tonsils and/or 
adenoids producing mechanical obstruction to 
breathing or swallowing and causing an altera- 
tion in speech. 

Relative indications, which in themselves do 
not constitute indications at all, but taken in a 
total sense and in the absence of other findings, 
might be so considered: 

1. Repeated sore throats. 

2. Unexplained fevers. 

3. Dry tickling or spasmodic cough. 

4- Chronic otorrhea or repeated attacks of 
serous otitis media. 

5. Failure of the child to gain weight. 

6. Diphtheria carriers. 

7. Frequent and continuous colds and muco- 
purulent rhinitis. 

8. Pathologic tonsils. 
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It is apparent that a number of factors must 
be borne in mind if the clinician is to avoid the 
pitfalls of failure, complications and the dis- 
appointments and embarrassment which attend 
an improperly indicated or a poorly planned 
procedure. Classed as contraindications are: 

1. The age of the patient is less than 3 years. 
(Preferable age is 5 or 6 years.) 

2. The presence of an acute local process, 
fever and/or albumin in the urine, contagious 
or infectious diseases, pulmonic disease, vascu- 
lar anomalies in the tonsillar region and bleed- 
ing states. 

3- Conditions rendering local or general anes- 
thesia risky. 

4. Vague indications that frequently call for a 
stretch of the imagination. 

It is essential to view the entire problem with 
the idea of preventing complications. This is 
briefly set forth in the form of suggestions as 
follows: 

1. The operation should be performed by 
those with special training and experience. 

2. The patient should be in the hospital 6 or, 
better, 12 hours before the operation. 

3. The patient, particularly the child, should 
have the details of concern to him regarding 
the procedure fully explained to aid in prevent- 
ing untoward psychologic effects. 

4- The patient should not be subjected to 
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Clinical Manifestations and 


Management of Jaundice 


FREDERICK STEIGMANN, KARL A. MEYER, HANS POPPER, 


the pressing question, whether the patient re- 

quires surgical or medical treatment. The im- 
portance of differentiating between the medical 
and surgical forms of jaundice cannot be stressed 
too greatly. While this differentiation is rarely of 
emergency nature, one must nevertheless within a 
reasonable period of time—about 8 to 10 days—de- 
cide on the most likely form, for only then can 
specific therapy be instituted. 

The symptom complex of jaundice can thus be 
divided first into two main forms: 

1. The medical type with deficient clearance of 
bilirubin due to 

(a) disturbances in the hematopoietic organs 
with resultant hemolytic jaundice or 

(b) disturbances in the liver itself with result- 
ant hepatic jaundice, and 

2. The surgical type with disturbances in the 
extrahepatic biliary tract causing obstructive jaun- 
dice. (Figure 1.) 

Hemolytic jaundice results from abnormally in- 
creased bilirubin formation due to various causes. 
It is easily recognized by clinical and laboratory 
procedures and rarely causes difficulties in the dif- 
ferential diagnosis of jaundice. The component of 
hemolytic jaundice (due to hemolysis) may com- 
plicate the other types of jaundice. 

The practical differential diagnosis in jaundice 
remains the separation of the icterus due primarily 


Tix occurrence of jaundice in a patient poses 
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to liver disease (medical) from that due primarily 
to obstruction in the external biliary tract (surgi- 
cal). The original concept that jaundice in liver 
disease is solely due to liver cell damage and jaun- 
dice in extrahepatic biliary obstruction is due only 
to the obstruction is at present not acceptable. 

It is now quite well established that jaundice due 
to liver disease may have an obstructive factor and 
jaundice due to extrahepatic obstruction a factor 
of liver cell damage. Moreover, either of the two 
types may have other superimposed factors, e.g. 
hemolysis, sepsis and disturbed hepatic circulation. 
It, therefore, appears practical to recognize the 
various pathologic processes, one or more of which 
may occur in each type of jaundice. These path- 
ologic processes are reflected by certain clinical and 
laboratory findings according to their intensity, 
duration and general significance in (body) meta- 
bolism. Thus, the more predominant pathologic 
processes will color the clinical picture more strong- 
ly in a given disease entity. 

In this exhibit, therefore, an attempt has been 
made to discuss first, separately, the basis of jaun- 
dice in each process and the manifestations and 
management of each of these pathologic processes, 
and secondly, to present the diagnostic and thera- 
peutic consideration of the diseases composed of 


m. 

The following pathologic processes should be 
considered as possible associated factors in any 
given case of jaundice: 

1. Liver cell damage. 

. Biliary tract obstruction. 

. Mesenchymal reaction. 

. Disturbed hepatic circulation. 
Hemolysis. 

. Sepsis (bacterial infection). 
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THE PROBLEM IN JAUNDICE IS THE THERAPEUTIC DIFFERENTIAL 
DIAGNOSIS BETWEEN THE MEDICAL AND SURGICAL FORM 


JAUNDICE——MEDICAL FORM 

Hemolytic Jaundice: Easily recognized by 

clinical and laboratory procedure and hence 
— not further considered. May complicate 

other types 

Diseases of the Liver: Primary liver disease 
—— > is not solely liver cell damage. Obstructive 

phenomena and hemolytic phenomena may 

be associa’ 

JAUNDICE—SURGICAL FORM 


Diseases of the Extrahepatic Biliary Tract: 
Not solely extrahepatic obstruction. Liver 
cell damage and hemolytic phenomena may 


. Liver cell damage 

. Biliary obstruction 
Mesenchymal reaction 

. Disturbed hepatic circulation 

. Hemolysis 

. Bacterial infection 


LIVER CELL DAMAGE 


CAUSE OF JAUNDICE: Problematic 


1. Liver cells cannot take bilirubin from 
blood or Kupffer’s cells 


2. Cannot transmit it to bile capillaries 


3. Bilirubin regurgitates through damaged 
liver cells or cholangioles 


4. Combination of 1, 2, 3 


ctinic: Signs of interference with many meta- 
bolic functions and with detoxification 


HIsToLoGy: Variations in size and staining 
qualities of nuclei and cytoplasm 


tests: Cephalin cholesterol flocculation T 
Thymol turbidity 
Hippuric acid synthesis | 
Serum albumin | 
Cholesterol ester ratio | 
Galactose tolerance | 
Prothrombin response to vitamin K | 
Urine—Bilirubin 
Urine—Urobilinogen 
Bromsulfalein retention 


If liver cell damage is only focal, little func- 
tional impairment is apparent 


FIGURE I 
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Diffuse Severe 
Focal Mild 


DEGREE OF LIVER CELL DAMAGE 


CLINICAL FEATURES 


LABORATORY FEATURES 


Usual 


Occasional 


Usual 


Occasional 


Fulminant 


Prostration 
Variable icterus 
Fetor hepaticus 
Tender liver 
Oliguria 
Coma—death 


Fever 
Liver decreasing in size 


Most hepatic tests are positive 

In addition there is a drop in 

Total cholesterol 

Thymol turbidity 

Alkaline phosphatase 


and 
Phospholipids 


Amino-aciduria (leucine 


and tyrosine) 


Severe 


Nausea 
Anorexia 
Oliguria 
Tender liver 


Deep (reddish) icterus 


Fever 
Fetor hepaticus 
Bleeding tendency 


Stupor 

Spleen palpable 

Liver decreasing in size 

Edema and ascites may super- 
vene 


Most hepatic tests are positive 

Marked bilirubinuria and 
urobilinogenuria 

Rising icterus 


Amino-aciduria 


Mild 


Inconspicuous 


Slight icterus 
Slight tenderness 


Flocculation tests slightly 
positive 


Bilirubinuria and 
urobilinogenuria 


Enlarged liver 


Other tests equivocal 


LIVER CELL DAMAGE 


Basis—Despite the great amount of work done 
in regard to different phases of jaundice, the cause 
of jaundice in liver cell damage is still problematic, 
although more recent work seems to offer some 
ray of hope. Among the several possible causes for 
jaundice in liver cell damage, the following seem 
to be favored at present: 

1. Damaged liver cells cannot adequately take 
bilirubin from blood or Kupffer cells, thus leading 
to a retention of bilirubin in the serum. 


CLINICAL FEATURES IN THE CHRONIC STAGE OF JAUNDICE 


2. Damaged liver cells take up the circulating 


bilirubin but are not able to excrete it all into the 


capillaries. 


3. Bilirubin regurgitates, through spaces of 
broken down liver cells, into the lymphatic spaces. 
4. A combination of one or more of the factors 


discussed. 


Manifestations—Clinically, diffuse liver cell dam- 
age is manifested by signs and symptoms of more 
or less severe interference with many metabolic, 
detoxification functions on the part of the liver. 
Histologically, it is characterized by variations in 
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Viral Toxic OBSTRUCTION 
os on, 
yee Hepatitis Hepatitis Benign Malignant | Metastatic 
Fat intolerance | No specific | Vague gastro- | Essential Slightly Pruritus with |Weight loss 
Vague abdom- | features intestinal symptoms of fluctuating jaundice Vague sensation 
inal symptoms disturbances underlying icterus Generalized of illness 
— Neurasthenia Weight loss cardiac — Vague upper | malaise 
clinical) Flushing Subicterus constriction abdominal | Weight loss 
Subclinical Cirrhotic Bromsulfalein distress 
jaundice habitus test positive 
Laboratory tests Liver function 
equivocal tests equivocal 
Icterus Icterus Characteristic | Cardiac decom-| Deep icterus | Green-bronze | Large nodular 
Weight loss progressive | appearance of | pensation with) Sepsis icterus liver 
Abnormal Cirrhosis a Laennec large liver Palpable Emaciation Emaciated 
hepatic tests Abnormal cirrhosis with | Positive spleen Digestive patient 
Manifest hepatic tests | or without bromsulfalein | Hepatic tests | disturbances | Primary lesion 
jaundice, out of propor-| positive Hepatic tests slowly 
ascites and tion to other negative or becoming 
edema liver function equivocal apparent 
tests Large gall- 
bladder 
Table 2 


| | — | 
| | 
Table 1 
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size and staining qualities of the nuclei and cyto- 
plasm. The occasional occurrence of localized liver 
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8. Decreased prothrombin response to vitamin k 
g. Increased urinary urobilinogen. 


cell damage (focal necrosis) rarely leads to any 10. Bromsulfalein retention. 
symptoms and there is little functional impairment 


noted. 


Tests (Figure 1)—In diffuse liver cell damage, 
most of the following pathologic findings are en- 


countered: 


These tests render abnormal results dependin,y 
on the degree of liver damage. Occasionally one o: 
the other may give borderline or normal values. A: 
least two or more of the tests, therefore, shoul 


1. Increased (3 to 4-+-) cephalin cholesterol give abnormal results to assume liver cell damage. 


flocculation. 


2. High thymol turbidity. 


3- Low cholesterol ester/total cholesterol ratio. 


4. Low hippuric acid synthesis. 
5. Increased urinary bilirubin. 
6. Decreased galactose tolerance. 
7. Low serum albumin. 


EXTRAHEPATIC: 
Complete (Ca) 


PROGRESSIVE 


BILIARY OBSTRUCTION 


OBSTRUCTION WITH DILITATION NEAR 
THEREFORE 
oF sie. 


In the early acute or fulminant stages, there ap 
pears to be good correlation between the degree o! 
liver cell damage and the severity of the functional 
impairment, while in the milder cases (Table 1) 
or in the convalescent period (Table 2) less cor- 
relation is noted between structural and functional 


changes. 


BALL-VALVE EFPECT+ 


EXTRAHEPATIC: INTRAHEPATIC: INTRAHEPATIC: 


Incomplete. Stone stricture 


Complete (hepatitis-cirrhosis) Incomplete 


TYPE 


CLINICAL FEATURES 


Usual 


LABORATORY FINDINGS 
Occasional 


Extrahepatic 
A. Complete (Ca) 


Factitial dermatitis 


Elderly Emaciation Most obstructive tests positive, 
Marked icterus—greenish Nodular liver high icterus 

bronze Palpable gallbladder - |Flocculation tests negative (except 
Pruritus Sepsis in presence of sepsis) 
Large liver Bleeding tendency Prothrombin per cent decreased 
No spleen Deep, boring pain in epigasi>.am | Acholic stools 


Incomplete 


B. Stone stricture 


Middle age 


Fat intolerance 


Sepsis Most tests of obstruction moder- 
Fluctuating jaundice of Hydrops of gallbladder ately positive 
moderate degree Rigidity Flocculation and other hepatic 
Dyspepsia tests negative, except in sepsis 
Colics 


Intrahepatic 
A. Complete (hepatitis-|Fetor hepaticus 


cirrhosis) 


Bleeding tendency 
Large liver 
Spleen palpable 


Jaundice increasing—orange Liver shrinking 


Most obstructive and hepatic 
Pruritus tests strongly positive 
Confusion High icterus 
Cholemia Poor prothrombin response to 
Spider nevi and ascites may occur| vitamin K 

if cirrhosis is basis 


B. Incomplete 


Not specific 


Slight color fluctuation of urine | Obstructive tests mildly abnormal, 


Cholangiolitic 


Persistent jaundice 
Pruritus 
Large liver and spleen 


and stool most hepatic tests positive 
Xanthomatous nodules Obstructive tests positive 
Hepatic tests not always 
pathologic 


Table 3 


> 
( 
— | | 
| 
| | 


BILIARY OBSTRUCTION 


Basis—Jaundice in biliary obstruction is due to 
varying degrees of interference with the bile flow 
in the biliary tract. This interference is usually 

(a) Mechanical in nature. Occasionally, however, 
the obstruction is not demonstrable histologically or 
grossly in the bile ducts and 

(b) A functional disturbance of the cholangioles 
is assumed. 

The mechanical obstacles to the flow of bile can 
be within (intrahepatic) and without the liver 
(extrahepatic) surgical. These obstacles cause an 
increase in the pressure within the biliary tree with 
resultant regurgitation of whole bile into the tissue 
spaces (lymphatics) and blood stream. Both of 
these types can present a complete or only incom- 
plete obstruction. 

The following pathologic phenomena cause jaun- 
dice in biliary obstruction. 

1. Cholangiolitis. 

2. Encircling fibrosis around bile ducts. 

3. Stone or inspissated pus in intrahepatic ducts. 

4. Stone, scar, and obstructive or compressing 
tumor (a) at bifurcation of hepatic ducts, (b) in 
common hepatic duct, (c) in terminal part of 
cystic duct, (d) in common duct, (¢) in sphincter 
of Oddi and (f) in ampulla of Vater. 

Manifestations—Clinically, biliary obstruction is 
manifested by a more or less marked, greenish 
jaundice, pruritus, factitial dermatitis, and ten- 
dency to bleeding. Occasionally, colicky, right up- 
per quadrant or deep seated upper abdominal pain, 
weight loss, a variably enlarged nodular liver and 
palpable gallbladder are present. 

The manifestations are produced (1) by the re- 
gurgitation of whole bile into the liver lymphatics 
and hence into the body fluids and (2) by the lack 
of bile in the gastrointestinal tract. The complete- 
ness or incompleteness of the obstruction and the 
site of it modify some of the presenting signs and 
symptoms (Table 3). 

Tests—In biliary obstruction the hepatic tests re- 
veal the following: 

1. The urinary bilirubin is very high. 

2. Urinary and fecal urobilinogen is very low or 
absent. 

3. The total cholesterol is markedly elevated as 
are also the alkaline phosphatase and phospholipids. 

In the incomplete type of obstruction, the 
amounts of urinary bilirubin, urinary and fecal 
urobilinogen and serum bilirubin may fluctuate 
from day to day or at longer intervals, while the 
total cholesterol, alkaline phosphatase, and phospho- 
lipids are usually only moderately elevated. 

In early or recent extrahepatic obstruction, the 
results of tests for liver cell damage are usually 
negative. As the obstruction persists, damage to 
the liver cells may ensue, which, in turn, manifests 
itself by pathologic results in some of these tests. 
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As a rule, the results of the flocculation tests re- 
main negative even when liver cell damage has 
supervened. The reason for this is assumed to be 
the low serum gamma globulin and a depression 
factor present in the serum in obstructive jaundice. 
With the occurrence of infection (sepsis) in an 
obstructive type of jaundice, the flocculation tests, 
too, give abnormal results. In the evaluation of 
hepatic tests in jaundice, therefore, the duration 
of the icterus and the presence or absence of sepsis 
must be considered. 


MESENCHYMAL REACTION 


Basis—The cause of jaundice in mesenchymal 
reaction may be ascribed to an encircling fibrosis 
in the portal triads. 

Manifestations—Clinically, acute mesenchymal 
reaction is characterized by enlargement of the 
lymph nodes and occasionally of the spleen and by 
fever and anemia at times. Chronic mesenchymal 
reaction usually leads to ascites formation. 

Histologically, there is proliferation of the Kupf- 
fer cells and histiocytes in the portal triads and 
central fields leading to fibroplasia. This reaction 
is considered due to irritation of the mesenchymal 
cells by products of broken down liver cells or to 
antibody formation; it is hence related to liver cell 
damage. 

Tests—The following results of hepatic tests 
point to a mesenchymal reaction: 

1. High serum gamma globulin. 

2. High sedimentation rate. 

3. High zinc sulfate turbidity. 

4. High cephalin cholesterol flocculation and 
thymol turbidity tests due to “precipitating” effect 
of gamma globulin. 


DISTURBED HEPATIC CIRCULATION 


Basis—The basis of jaundice in disturbed hepatic 
circulation is a questionable factor. Apparently, 
there is no relation to the presence or absence of 
icterus. 
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Manifestations—Disturbed hepatic circulation is 
clinically characterized by an enlarged tender liver 
in its acute form, and by portal hypertension in its 
chronic form. 

Histologically, there occurs necrosis or disap- 
pearance of liver cells in the centrolobular areas 
during the acute stage. In the chronic stage, one 
notes centrolobular fibrosis. Altered reconstruction 
of the lobular patterns of the liver is only occa- 
sionally seen. 

Tests—In disturbed hepatic circulation, the re- 
sults of most of the hepatic tests are equivocal. 
The bromsulfalein test, however, shows a marked 
retention out of proportion to any of the other 
results. 


HEMOLYSIS 


Basis—When a hemolytic factor is present, jaun- 
dice is due to or may be aggravated by (1) ab- 
normally increased bilirubin formation and (2) 
inability of the liver cells to remove the excess 
bilirubin offered to them. 

Manifestations—Clinically, the factor of hem- 
olysis manifests itself in a number of different 
ways. All of them, however, point more or less to 
some disturbance within the hematopoietic system, 
as evidenced by anemia, petechiae, ecchymosis, etc. 

Tests—In hemolysis, if pure, there is acholuria, 
but the urinary urobilinogen is high; the total 
serum bilirubin is increased, but the one minute 
(direct) serum bilirubin stays unchanged or rises 
only slightly. There is also a very marked increase 
in the fecal urobilinogen. The erythrocyte fragility 
is increased as is also the reticulocyte count. 


BACTERIAL INFECTION (SEPSIS) 


Basis—In sepsis the cause or aggravation of the 
icterus may be considered as due to: 
1. Hemolysis. 
2. Liver cell damage. 
3. A combination of 1 and 2. 


Manifestations—In sepsis, the essential symptom 
are noted to be fever, chills and sweats associate 
with anorexia, weight loss and marked asthenia. 

Tests—In sepsis, increase in urinary urobilinogen 
serum bilirubin and in the leukocytes is noted, anc! 
the hepatic tests become abnormal. 

In the following, the thought processes used ir 
the separation of medical from surgical jaundic« 
are discussed based primarily on whether there is 
evidence of liver cell damage or marked interfer 
ence of bile flow. 

Tests indicating impaired functions of liver cell: 
and designated as L+- —if two or more results are 
abnormal: 

1. Cephalin flocculation 2+- to 

2. Thymol turbidity above 5 units. 

3. Zine sulfate turbidity above 12.5 units. 

4. Cholesterol esters—total cholesterol—ratio less 
than 50 per cent. 

5. Serum albumin concentration less than 2.5 
gm. per cent. 

6. Urinary urobilinogen above 3 mg./24 hours 
(or 1.5 units). 

N.B. Abnormal results in none or only one test 
for liver cell function means no damage and = L—. 

Tests indicating marked interference with bile 
flow and designated as B+4-, even if only one 
test 1s abnormal: 

1. Urinary urobilinogen below 0.5 mg./24 hours 
(or 0.3 units). 

2. Total cholesterol above 300 mg. per cent. 

3. Alkaline phosphatase above 15 Bodansky 
units. 

N.B. Abnormal results in no test indicating bili- 
ary obstruction = B—. 

With the above criteria we have separated 641 
cases of jaundice as follows (Figure 3): 

The group of L-+- B— included 329 (that is, pre- 
sented pathologic tests indicative of liver cell dam- 
age only); 117 were in the group of L — B-+- (pre- 
sented pathologic tests indicative of obstruction 
only); and 195 were in the group L+- B+ (had 
pathologic tests indicative of both liver cell damage 
and biliary obstruction). 

Of the 329 cases in the L+- B— group or medi- 
cal side, 5 were transferred to the surgical side 
because of subsequent clinical or laboratory find- 
ings—3 cases revealed abdominal masses, which 
proved to be hydrops of gallbladder (1 case) and 
metastatic nodes respectively, while 2 presented 
fluctuating urobilinogen values and were found to 
have incomplete obstruction at operation. 

Of the 117 cases in the L— B-+- group or surgi- 
cal side, 3 were transferred to the medical side, one 
because of a history of arsenical therapy and 2 be- 
cause of the symptom complex designated as cho- 
langiolitic hepatitis. Prolonged follow-up after the 
clearance of the jaundice proved the assumption 
correct. 
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THERAPEUTIC DIAGNOSIS 


MEDICAL 


Route of thought processes in the 
differential diagnosis between 
medical and surgical jaundice 
based primarily on laboratory ex- 
amination. 


Tests Indicating Impaired 
Functions of Liver 
Cells =L+ 


Cephalin 


Zinc sulfate turbidity 
above 12.5 units 
Total cholesterol- 
cholesterol esters 
ratio less than 50% 
Serum albumin 
concentration 
less than 2.5 Gm. % 
Urinary urobilinogen 
above 2 mg./24 hours 
(or 1.5 units) 


Abnormal results in 
none or only one test for 
liver cell function=L— 


History of arsenical inges- 
tion is at times sufficient to 
direct a case of jaundice 
into the medical side, de- 
spite exclusive obstructive 
symptoms. 


Toxic hepatitis (due to ar- 
senic, sulfonamides, alco- 
hol, pneumonia, etc.) may 
have a negative cephalin 
flocculation test (about 
30%); hence, history may 
be decisive. 5 


TOTAL 477 


SURGICAL 


Tests Indicating 
Obstruction of 
Biliary Tract=B+ 


Urinary urobilinogen 
below 0.5 mg./24 hours 
(or 0.3 units) 
Total cholesterol 
above 300 mg. % 
Alkaline phosphatase 
above 15 Bodansky units 


Abnormal results in no 
test indicating biliary 
obstruction = B— 


Fluctuating urobilinogen 
values usually indicate an 
incomplete obstructive 
(calculous or stricture) 
jaundice 2 


Biliary colic or an abdom- 
inal mass may point to a 
surgical jaundice even 
without obstructive phe- 


nomena. 3 


Cephalin 
flocculation 


28 


(Metastatic nodules or masses 


In the presence of fever, 


chills or leucocytosis, or 
metastatic nodes, or 
masses, the positive cepha- 
lin flocculation may be 
caused by a secondary 
bacterial infection and not 
be due to primary hepatitis. 


14 


FIGURE 3 
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TOTAL 164 


TOTAL CASES 
641 
Thymol turbidity 

above 5 units 
L-—B 
329 
L+B- 
114 
B+Litie” 
mee 
_ uctuating 
Ive urobilino 
324 “sof 
uj; 
lo” 
= 
161 34-— 3 
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ene : 
aig 
4 


204 Postgraduate Medicine 


As a factor for separating the medical from the 

surgical cases in the L-+ B+ group containing 195 
individuals, we chose the cephalin cholesterol floc- 
culation test. An abnormal cephalin cholesterol 
flocculation test was to indicate liver cell damage 
and hence moved the case to the medical side and 
the contrary was taken as laboratory indication of 
a surgical condition. 

Accordingly, 161 cases which had an abnormal 
cephalin flocculation test were shifted to the medi- 
cal side and 34 to the surgical side. 

From the 161 cases on the medical side, because 
of the abnormal cephalin flocculation test, 17 were 
transferred to the surgical side—3 because of the 
developing picture of sepsis, and 14 because of the 
presence of one or more of the following compli- 
cations usually met in surgical icterus, that is, 
biliary colics, undifferentiated abdominal masses 
and metastatic nodes. In these cases, the positive 
cephalin flocculation test may have been due to the 
secondary infection (purulent hepatitis) which pos- 
sibly by stimulating the reticulo-endothelial system 
leads to changes in plasma proteins, particularly the 
globulin fraction ensuing in positive flocculations. 

Of the 34 cases with negative cephalin, 6 cases 
were transferred to the medical side, 5 because of 
a history pointing to a toxic hepatitis from arsenic- 
als, sulfonamides, pneumonia or alcoholism, and 1 
because of a history of preceding blood transfusion. 
It is well known that over 30 per cent of toxic 
hepatitis cases may have a negative cephalin 
flocculation and hence, a definite history of ex- 
posure to hepatotoxic drugs appears decisive. Simi- 
larly, cases with homologous serum jaundice may 
occasionally have a negative cephalin flocculation 
and signs of intrahepatic obstruction, but the his- 
tory and presence of other abnormal hepatic tests 
aid in the diagnosis. In some instances, the pres- 
ence of a high serum gamma globulin will shift 
the case to the medical side. Occasionally, how- 
ever, the final diagnosis can be made only by liver 
biopsy. 

Having the case classified into either the medi- 
cal or surgical type of jaundice, it often becomes 
necessary to assess the importance of each of the 
factors (discussed previously) which influence the 
clinical picture. In Figure 4, an attempt is made 
to correlate the clinical features with the pre- 
dominant pathologic processes. It is noted that in 
nutritional cirrhosis (Laennec’s), liver cell dam- 
age, mesenchymal reaction and disturbed hepatic 
circulation play a role, while biliary obstruction is 
only of significance in the rare cholostatic phase. 
In the toxic hepatitis, liver cell damage is pre- 
dominant with biliary obstruction, mesenchymal 
reaction and disturbed hepatic circulation playing 
a minor role. A similar picture holds for infectious 
hepatitis, except for some increased mesenchymal 
reaction in the homologous serum type and more 


severe liver cell damage in the epidemic type. In 
the vascular type of liver disease (cardiac cirrhos:s), 
the disturbed hepatic circulation is the outstan« ng 
process with liver cell damage and mesenchy) ial 
reaction playing a secondary role. 

In benign biliary obstruction, the obstructive | c- 
tor predominates with liver cell damage, infecti:n, 
mesenchymal reaction and disturbed hepatic . ir- 
culation being of secondary importance in the or:er 
enumerated. The same holds true for malignant 
obstruction except that the obstructive phenomena 
are more marked. In extrahepatic obstruction with 
sepsis, obstructive, infective and mesenchymal re- 
action phenomena predominate; liver cell damage, 
hemolysis and disturbed hepatic circulation occur 
frequently in the order given. 


MANAGEMENT OF JAUNDICE 


All patients who have manifest jaundice should 
be treated as if liver cell damage were present. 
Additional therapeutic procedures should be exe 
cuted according to the presence of other associated 
pathologic processes and according to the ultimate- 
ly established cause of the jaundice. (Figure 5.) 

The following therapeutic procedures are indi- 
cated for liver cell damage: 

Rest—The patient should be at more or less 
absolute bed rest. This prevents excessive work by 
the liver and also helps circulation through the 
liver. 

Diet—The diet should be high in calories, vita- 
mins, carbohydrates (350 to 500 gm.) and proteins 
(around 150 gm.), low to moderate in fat (70 to 
100 gm.), and low in salt. 

In addition the patients should receive various 
supplements: 

1. Vitamins—All vitamins should be given to 
these patients in large amounts: Vitamin A in 
doses of 50,000 to 100,000 units and vitamin C, 
500 to 1000 mg. per day. In some instances, vita- 
min E (50 to 100 mg.) and vitamin D (1000 to 
5000 units) may be of value. Vitamin K is given 
according to the need as shown by the prothrombin 
time determination. The vitamin B complex frac- 
tions are important and should be given preferably 
in the form of yeast or liver powder or as crude 
liver extract parenterally. 

2. Lipotropic substances (choline and methionine 
or mixtures of these )—These are of value particu- 
larly in chronic cases of liver disease (cirrhosis) 
where fat deposits are present and in some cases 
of acute toxic hepatitis. 

3. Infusions—Various parenteral fluids are given 
at times to supplement the oral intake and, at 
times, as the sole source of the daily nutritional 
requirement. Thus, 5 to 10 per cent of dextrose 
solution may have to be given to increase the daily 
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CLINICAL FEATURES IN THE 


ACUTE STAGE OF JAUNDICE 


if PREDOMINANCE OF PATHOLOGIC PROCESSES 
Dis- 
SECTION DISEASE CLINICAL FEATURES Liver | Biliary | Mesen- | turbed Hemo-| Bacter- 
cell obstruc-| chymal | hepatic lysis ial in- 
damage| tion | reaction circula- fection 
tion 
Nutritional | Older age group. History of 
(cirrhosis) prolonged dietary deficien- 
cies and/or alcoholism, 
characteristic habitus in + 0 0 
some. Jaundice not always 
striking. Signs of portal 
hypertension predominating 
| 
Toxic Usually history of exposure | 
hepatitis to some hepatotoxic agent of | 
variable nature. Severely ill, * 4 + + 0 0 


frequently septic. Primary 
disease may be predominant 
feature 


Infectious Any age group. Insidious 
(homologous| onset with gastrointestinal 


serum) prodromal symptoms. His- r 

hepatitis tory parenteral injections— | + + : + 0 ° 
more severely ill than epi- | 
demic type | 

Infectious Younger patients with gastro- | 

(epidemic) intestinal or upper respira- 

hepatitis tory tract infection, 
prodromal symptoms, vari- + + + si 0 ° 


able degree of illness and 
icterus, prolonged course 


| Middle age, usually associated 
with cardiac disease, 4- 0 + oo 0 0 


cyanosis, dyspnea, etc. 


| 


Benign Middle age, well appearing, 
obstructive severe colicky pains associ- 
ated with intermittent jaun- + + j + & 0 + 


dice due to stone or stricture 


Malignant Older individuals, severe pro- 
obstructive gressive jaundice, pruritus, 
palpable gallbladder, com- + 0 
plete absence of bile from 
gastrointestinal tract 


Extrahepatic | Septic patients from either B: 
obstruction obstructive group with cor- “ aa + + + + 

with sepsis responding clinical features 1 


FIGURE 4 
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MANAGEMENT OF JAUNDICE 


All jaundiced patients should be treated basi- 


cally as if liver cell damage were present. Addi- 
tional treatment should be directed to the asso- 


ciated processes. 


INFUSIONS 


Five to 10% dextrose solution 
to increase daily carbohydrate 
intake and also to cause hyper- 
glycemia so as to increase gly- 
cogen deposition in the liver. 
Amino acids to help in main- 
taining nitrogen balance. 
Blood in anemia. Salt free 
serum albumin in cases of hy- 
po-albuminemia. Calcium glu- 
conate 10% solution as a de- 
toxifier. 


LIPOTROPIC 
SUBSTANCES 


These are of value particularly 
in chronic cases of liver dis- 
ease (cirrhosis) where fat de- 
posits are present and occa- 
sionally in some acute cases of 
toxic hepatitis due to carbon 
tetrachloride, chloroform or 
similar hepatotoxic agents. 


MESENCHYMAL 
REACTION 


For ascites which is, at least in 
part, due to hepatic fibrosis, 
strict restriction of sodium, a 
high protein diet, and possibly 
intravenous salt-free serum al- 
bumin are recommended. In 
addition, diuretics and in some 
cases paracentesis has to be 


REST 
To minimize 
work by the liver 


[ 
OXYGEN 


In some cases of 
severe liver dam- 
age, oxygen ad- 
ministration is of 
therapeutic 
value. 


FOR 
BACTERIAL 
INFECTION 


The various anti- 
biotics and occa- 
sional sulfona- 
mides are addi- 
tionally used. 


FOR 
DISTURBED 
HEPATIC 


CIRCU- 
LATION 
In the presence 
of this condition 

—oxygen. 


DIET 


FOR BILIARY OBSTRUCTION 


In proved cases of extrahepatic biliary ob- 
struction, surgical intervention is neces- 
sary in addition to the regime for liver cell 
damage. Procaine solution 0.1 to 0.2% in 
saline or dextrose for pruritus. Choleretics 
for producing profuse flow of thinner bile 
(only in incomplete obstruction). Vitamin K 
in variable doses depending on the pro- 
thrombin level. Antibiotics—penicillin, 
streptomycin, aureomycin for associated in- 
fection. For the more or less severe biliary 
obstruction in the hepatitis cases, a number 
* procedures for “flushing” the liver may 


FIGURE 5 
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High caloric (about 3,000 to 3,500 calor- 
ies), high vitamin, high carbohydrate (350 
to 500 gm.); high protein (around 150 gm.); 
low to moderate fat (70 to 100 gm.); low 
salt (particularly sodium). 


DIETARY SUPPLEMENTS 
Vitamins—to be given daily in large amounts: 
Vitamin A—5O to 100,000 units, prefer- 
ably of aqueous type; Vitamin C—SO0 to 
1,000 mg.; Vitamin D and E—usually suffi- 
cient in combination with the A, but occa- 
sionally larger doses of E (50 to 100 mg.) 
are needed. Vitamin K is given according 
to the need as determined by the pro- 
thrombin time. Vitamin B complex—large 
doses, preferably as yeast powder (or 
let), crude liver extract or liver powder. 
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FOR HEMOLYTIC PHENOMENA 


The underlying processes leading to hemo- 
lysis have to be additionally treated. 


PROTEIN HYDROLYSATES AND 
PROTEIN SUPPLEMENTS 
The various protein hydrolysates and whole 
protein supplements (meritene, dried milk 
powder, etc.) may be used to increase the es . | Ba j 


protein intake, particularly in patients who ‘ 


Diuretics 


do not eat the regular diet. 


MISCELLANEOUS 
Jaundiced patients are better off on several 
small feedings daily. At times more food is 
tolerated in the forenoon than in the after- 


noon. 


Antibiotics 


FIGURE 5 
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carbohydrate intake and amino acids given to help 
maintain nitrogen balance. Blood transfusions are 
needed to combat anemia. Salt free serum albumin 
is occasionally indicated as a temporary measure in 
cases with low serum albumin. Calcium gluconate 
in 10 to 20 per cent solutions has been said to be 
of value as a detoxifier in acute hepatitis. 

4. Oxygen—In severe liver damage, oxygen ad- 
ministration has been recommended. 

5. Antibiotics—The administration of aureomy- 
cin aids some patients with severe liver damage 
as manifested clinically by drowsiness or hepatic 
coma. 

If biliary obstruction plays a major role in the 
causation of the presenting jaundice as in cases of 
extrahepatic biliary obstruction, surgical interven- 
tion should be planned at the earliest opportune 
time. If the obstruction is in the intrahepatic 
biliary tract, surgery is of no avail and no treat- 
ment is, at present, known. 

For cases in which the mesenchymal reaction 
plays a big role, no proved additional therapeutic 
procedures can be suggested. To date, ACTH is 


the only substance known which might interfere 
with fibroplasia, but its effect on the liver stroma 
is not well established as yet. 

In the presence of signs of disturbed hepatic 
circulation, the additional therapeutic procedure 
consists of the administration of oxygen in high 
concentration. Moreover, in some patients, the 
androgens may have a beneficial effect. Tapping 
of the abdomen may be needed in some instances. 

In jaundice with underlying hemolytic factor, 
the latter must be identified and specifically treated. 
Splenectomy is indicated if there is no response to 
medical treatment. 

When superimposed bacterial infections are 
dominant, the antibiotic substances should be tried. 

Patients with jaundice are better off on several 
small feedings daily. It is better to give them the 
larger meals in the earlier part of the day. They 
should not receive fluids shortly before their meals. 
Attention should be given to their rest, sleep, 
bowel movements and skin condition. For the 
pruritus 0.1 to 0.2 per cent of procaine solution in 
5 per cent glucose is useful. 
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Primary Hyperparathyroidism 


LLEWELYN P. HOWELL* 


MAYO CLINIC, ROCHESTER 


Nephrolithiasis, as well as bone disease, should make one consider the possi- 


bility of hyperparathyroidism. A brief review of the pathologic physiology of 
hyperparathyroidism is presented. A knowledge of this is essential in differentiat- 
ing primary hyperparathyroidism from other conditions which alter the normal 


n the preparation of this discussion I have 
] leaned on the wisdom and knowledge of 

my colleagues, especially Dr. F. Raymond 
Keating and Dr. B. Marden Black. And, like 
anyone in this day and time who presumes to 
talk on the subject, I am greatly indebted to Dr. 
Fuller Albright and Dr. Edward C. Reifen- 
stein, Jr. for their book The Parathyroid 
Glands and Metabolic Bone Disease; Selected 
Studies.’ This book may well constitute a classic 
in medical literature; much of my information 
came from it. 


ANATOMY OF THE PARATHYROID GLANDS 


A normal parathyroid gland is soft and ovoid. 
It usually measures about 6 to 7 by 3 to 4 by 1.5 
to 2 mm. and weighs 30 to 40 mg. It is a coffee 
brown until puberty. Then, as a person becomes 
older and the gland acquires more fat, the color 
becomes paler. The fat content does not appear 
to increase after the age of 4o years. The usual 
number of parathyroid glands is four; occasion- 
ally fewer or more are found. The superior 

*Division of Medicine, Mayo Clinic, Rochester, Minnesota. 
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physiology of calcium, phosphorus, phosphatase, bones and kidneys. 
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parathyroid glands are situated at about the 
level of the junction of the middle and upper 
thirds of the thyroid lobes. They lie well pos- 
teriorly to the thyroid on the pharynx or esopha- 
gus. The inferior parathyroid glands are not so 
constantly located, although they are usually 
near the inferior pole of the thyroid lobes. They 
are found near the branches of the inferior 
thyroid artery or in relation to the inferior 
thyroid veins. Because the anlage of the in- 
ferior parathyroid glands is in close association 
with the anlage of the thymus, it is not uncom- 
mon to find these glands in the mediastinum. 


Histologic study reveals epithelial cells ar- 
ranged in cords or follicles interspersed with 
varying amounts of fat. The epithelial cells are 
of three types: (1) The chief cells have a large 
nucleus and are 6 to 8 microns in diameter; 
with hematoxylin and eosin stains the cyto- 
plasm is pink. (2) The “wasserhelle” or water- 
clear cells have a distinct cell membrane and a 
partially vacuolated cytoplasm. (3) The oxyphil 
cell has a uniformly reddish pink cytoplasm, a 
well defined cell margin and a nucleus that is 
not so hyperchromatic as that seen in the chief 
cell. The oxyphil cell is 11 to 14 microns in 
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diameter; it does not appear until after puberty. 
In some sections thymic tissue has been found; 
occasionally a cordlike bud of chief cells is seen 
extending into the lymphoid stroma. The func- 
tional significance of these epithelial cells is not 


well understood. 


PATHOLOGY OF THE PARATHYROID GLANDS 


Adenomas may develop in any one of the 
parathyroid glands and occasionally they devel- 
op in more than one of them. Several cases have 
been reported in which an adenoma has been 
found in the mediastinum. In Black’s series® 
the adenomas varied in weight from less than 
100 mg. to 101 gm. Twenty-five per cent of them 
weighed 1 gm. or less. Thus, they may be tiny. 
Although exceptions were frequent there was 
some tendency for the smaller adenomas to be 
associated with lower values for calcium and 
larger tumors to be associated with higher values 
for calcium. No correlation was found between 
the age of the patient or duration of symptoms 
and the size of the tumor. Large tumors may 
have been associated with diseases of the bone 
more often than with renal complications. Usu- 
ally the predominant cell in an adenoma is the 
chief cell, but adenomas containing principally 
oxyphil or wasserhelle cells are not unknown. 

Hyperfunctioning malignant tumors which 
have both metastasized and recurred after local 
excision have been reported,* but these are rare. 

Diffuse, primary hyperplasia which involves 
all the parathyroid glands has been found in a 
sizable minority of patients suffering from 
primary hyperparathyroidism. The composite 
weight of such glands varies from 26 to 410 
times the normal weight.* The parenchymatous 
cells resemble wasserhelle cells except that they 
are much larger, ranging from 10 to 40 microns 
in diameter. The cytoplasm in these cells is 
“absolutely” water clear and the cells tend to 
arrange themselves in various patterns. 

Diffuse secondary hyperplasia of the parathy- 
roid glands may be found when the concentra- 
tion of serum calcium is low as in pregnancy, 
lactation, rickets, osteomalacia and chronic neph- 
ritis. The glands may vary from normal to sev- 
eral times normal size. Normal-sized chief cells 
are predominant and the oxyphil cells seem 
more numerous than would be expected for the 
age of the patient. There is a decrease or absence 
of fat tissue. Such glands are seen in cases desig- 
nated as secondary hyperparathyroidism. 
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PARATHYROID HORMONE 


hormone is important in the 
regulation of calcium and phosphorus meta- 
bolism and, indirectly, of bone metabolism. It 
was extracted first by Hanson in 1923 and later 
by Collip in 1925. It is destroyed by pepsin and 
trypsin and therefore is ineffective when given 
by mouth. It becomes less effective, it is said, 
after repeated injections. Albright noted that 
when the source of this hormone was removed 
there was a decrease in the amount of phos- 
phorus excreted in the urine and an increase 
in the concentration of phosphorus in the serum. 
Almost simultaneously the value for serum cal- 
cium falls and the urinary output of calcium 
diminishes. Then, when parathyroid hormone is 
made available, these phenomena are reversed. 
Thus, in hyperparathyroidism, the characteris- 
tic findings are elevated values for serum cal- 
cium, depressed values for serum phosphorus 
and an increased excretion of calcium and phos- 
phorus in the urine. 

How the parathyroid hormone acts is still a 
moot question. There is evidence that it may, 
in effect, lower the renal threshold for phos- 
phorus. Then, because there is a reciprocal rela- 
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tionship or equilibrium between calcium and 
phosphorus, the concentration of serum calcium 
will increase. In the presence of a constant pH 
the values for serum calcium and phosphorus 
tend to be constant; if the value for phosphorus 
falls, the value for calcium rises and vice versa. 
If, in hyperparathyroidism, it becomes impos- 
sible to obtain sufficient calcium through the 
intestinal tract, calcium stores in the bones are 
drawn upon. But there also is some evidence 
that parathyroid hormone may act directly upon 
bone and cause decalcification even in the ab- 
sence of the kidneys and independently of the 
acidosis produced by nephrectomy and also of 
the acidity of the parathyroid extract. This is 
emphasized since acidosis will call upon the 
calcium stores to supply fixed base. 


METABOLISM OF CALCIUM, PHOSPHORUS 
AND BONE 


More than gg per cent of the calcium in the 
body is in the bones and teeth. About a half of 1 
per cent is in the circulating fluids. The normal 
range of serum calcium in the laboratory at the 
Mayo Clinic is considered to be 9.6 mg. plus or 
minus 0.6 mg. per 100 cc. of serum.* Forty-five 
to 60 per cent of the calcium in the serum is 
diffusible, largely ionized and relatively con- 
stant;® it does not fluctuate with the amount of 
calcium ingested or excreted. This constancy of 
the concentration of calcium in the serum is 
largely owing to the ability of the skeleton to 
absorb or release calcium in accordance with 
the regulatory effect of parathyroid hormone. 
Apparently the stimulus to the production of 
more parathyroid hormone is a concentration 
of ion calcium less than normal. The remainder 
of the serum calcium is not diffusible. It is 
bound to protein as calcium proteinate and is 
relatively inert. Thus a concentration of serum 
calcium in the normal range and a concentra- 
tion of serum protein which is less than normal 
are compatible with hyperparathyroidism. 

In the presence of low serum proteins one 
would not expect to elicit symptoms of hypo- 
parathyroidism until the value for serum cal- 
cium became lower than what is generally con- 
sidered to be the concentration at which tetany 
occurs. About 10 per cent of the calcium is lost 
from the body in the urine; go per cent of it is 
lost in the feces. Usually fecal calcium repre- 
sents ingested calcium that was not absorbed, 
although under special circumstances calcium 


can be excreted through the gastrointestin | 
mucosa. Calcium may be lost from the bo: , 
into the placenta and through the lactatin 
breast; the latter causes the greater drain on tl. 
mother. To offset the loss of calcium a minim. | 
daily requirement for adults is 0.7 gm. This 
about twice the amount of calcium in a quar: 
of human milk. 

The absorption of calcium is dependent upo:, 
vitamin D, the integrity of the intestinal trac, 
the concentration of ion calcium and _ pho: 
phorus in the blood and the hydrogen-ion con 
centration within the intestine. The absorption 
of calcium is facilitated not only by vitamin D 
but also by an acid medium. An alkaline medi- 
um and excessive amounts of phosphates inter- 
fere with the absorption of calcium; so does 
excessive fat, as found in sprue or chronic pan- 
creatitis. The fat and the phosphate combine 
with calcium to form insoluble compounds 
which cannot be absorbed. Apart from its con- 
tribution to the physical characteristics of bone, 
calcium is essential to several important physio- 
logic functions: the permeability of membranes, 
the excitability of nerve and muscle, the action 
of the heart and the coagulability of the blood. 


may exist as organic phosphate 
compounds in the cells of the body such as 
nucleoproteins, phospholipids and phosphate 
esters. The latter liberate phosphate ions on 
hydrolysis. Except for the skeleton the tissue 
cells are not so rich in calcium as they are in 
phosphorus. But phosphorus also exists as in- 
organic phosphate in serum, which is intimately 
concerned with the metabolism of calcium and 
the parathyroid hormone, and which is most 
pertinent to this discussion. 

In our laboratory the normal level of serum 
inorganic phosphate for adults is considered 
to be 3.2 mg. plus or minus 0.5 mg. per 100 cc. 
of serum. The level for children is 1 or 2 mg. 
higher. Like calcium, phosphorus is constantly 
being lost from the body; 60 per cent is lost in 
the urine and 4o per cent in the feces. The 
minimal daily requirement in the diet is 1.42 
gm. Since the skeleton is not the sole reservoir 
for phosphorus a positive or negative balance 
for phosphorus does not necessarily mean that 
phosphorus is entering or leaving the bones. 

The absorption of phosphorus is increased by 
a diet low in calcium and an excess of fat or an 
acid medium in the intestine. Its absorption is 


* > 
aR 
: 


decreased by a high intake of calcium and by 
alkaline salts. The phosphate-buffering system 
js important in regulating acid-base equilibri- 
ums. To compensate for the addition of strong 
acid or alkali a shift is made from disodium 
to monosodium phosphate and vice versa with- 
out much change in the pH of the fluid. 

Inorganic matter in bone consists of crystal- 
line deposits of calcium, phosphorus and car- 
bonate. More than half of the ash of the 
skeleton is calcium. Eighty-five per cent of the 
calcium in the bones is in the form of tertiary 
calcium phosphate and 12 per cent is in the form 
of calcium carbonate. That these minerals are 
present as crystals suggests formation by pre- 
cipitation, and the phenomenon of precipitation 
suggests variations in the ionic concentration of 
the fluid from which they are precipitated. 

The organic portion of bone consists of osteo- 
cytes and intercellular substance or osteoid. The 
osteoid is laid down by the osteoblasts and it is 
in the osteoid that calcium salts are precipitated. 
The osteoblasts also produce the enzyme, alka- 
line phosphatase; this has the property of split- 
ting inorganic phosphate off organic phosphate 
compounds and probably aids in the process of 
calcification. The small amount of alkaline phos- 
phatase found in the serum is considered to re- 
flect the amount of phosphatase formed in bone. 
Thus, the concentration of serum alkaline phos- 
phatase is increased in those conditions in which 
matrix is being laid down in excess. Albright 
emphasized that the finding of an elevated 
value for alkaline phosphatase is, in the absence 
of disease of the liver, probably indicative of 
increased osteoblastic activity. The normal value 
for alkaline phosphatase is 3 to 5 Bodansky 
units for adults and up to 10 units for children. 
It is found not only in the bones and teeth, but 
also in the kidneys and intestinal tract. 

While a constant turnover of calcium and 
phosphorus takes place in the bones there is 
practically no decalcification in the teeth once 
they are formed. When teeth are being formed 
there may be evidence of inadequate calcifica- 
tion if the calcification of the body is faulty. 
Acidosis decreases the number of calcium, phos- 
phorus and carbonate ions and thus causes a 
resorption of these from the bones. However, 
an influence which decreases the calcium ions 
and at the same time increases the phosphate 
ions will not necessarily hasten resorption of 
bone; it will depend on which factor is the more 
changed. 
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With this somewhat cursory background of 
parathyroid anatomy and the metabolism of cal- 
cium, phosphorus and bone in relation to each 
other and to the physiologic action of para- 
thyroid hormone, let us go on to the subject of 
primary hyperparathyroidism. First of all, the 
condition is to be distinguished from secondary 
hyperparathyroidism. In primary hyperparathy- 
roidism the glands are making more hormone 
than the tissues need. In secondary hyper- 
parathyroidism more than the usual amount of 
hormone is probably being made for some com- 
pensatory purpose. The former disease may be 
caused by the presence of an adenoma or of 
adenomas, by cancer or by hyperplasia of the 
parathyroid glands. The latter is associated with 
hypertrophied parathyroid glands and condi- 
tions which tend to produce a low concentra- 
tion of serum calcium, and, as has already been 
stated, may be found associated with rickets, 
osteomalacia, pregnancy and primary renal in- 
sufficiency with retention of phosphates. 


PATHOLOGIC PHYSIOLOGY OF THE 
PARATHYROID GLANDS 


be presence of excess amounts of para- 
thyroid hormone in an otherwise normal 
person causes hyperphosphaturia and hypophos- 
phatemia. To compensate for the latter the con- 
centration of serum calcium increases. Unless 
the ingestion of calcium is more than adequate, 
the bones supply the extra calcium required. If 
resorption of calcium from the bones exceeds 
the deposition of calcium the result is osteitis 
fibrosa cystica generalisata. For all practical pur- 
poses, says Albright, it all comes down to 
whether or not the patient drinks milk. 

Von Recklinghausen’s name has been associ- 
ated with this disease since he originally de- 
scribed the changes in bone associated with it. 
For a long time hyperparathyroidism was rec- 
ognized only when disease of the bone was 
present and was called “osteitis fibrosa cystica of 
Recklinghausen.” Parenthetically, it is inter- 
esting that the patients in 2 of von Reckling- 
hausen’s original 3 cases are now considered by 
Albright to have had polyostotic fibrous dys- 
plasia, a condition in which the parathyroids are 
not involved! All degrees of diseases of bones 
have been described ranging from those show- 
ing only microscopic evidence of increased cal- 
cium resorption to those which show an almost 
complete lack of skeleton with the patient dying 
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of inability to raise the thorax in inspiration. 
The bones tend to be brittle and often contain 
cysts and tumors. Pathologic fractures are com- 
mon. Tumors of solid, soft masses of tissue 
without bone are sometimes seen and are com- 
posed of supporting cells and osteocytes. In the 
case reported by Beck’ in 1928 a patient’s leg 
was amputated in the belief that he had a malig- 
nant tumor of the bone. Nine years later the 
correct diagnosis was made and a parathyroid 
tumor was removed. The bones may be soft 
with resulting deformities. The striking features 
about this disease of the bones are that an in- 
creased number of supporting cells are present 
in the marrow and that all of the bones are 
involved. 

Demineralization of the skeleton is usually 
most intense in the extremities and the skull. 
If the roentgenographic evidence is minimal, all 
that may be seen is subcortical absorption be- 
neath the periosteum of the long bones or a 
diffuse miliary osteoporosis giving the so-called 
ground glass appearance and later a disappear- 
ance of the bony tables in the skull. The teeth 
are unaffected by hyperparathyroidism. Al- 
bright emphasized the usefulness of dental 
roentgenograms in this condition; they may dis- 
close that the lamina dura (the fine line of cor- 
tex investing each tooth) has disappeared. The 
disappearance of the lamina dura, however, is 
noted in association with other conditions as 
well. Pain and tenderness over the bones may 
persist for a period of years before the correct 
diagnosis is made. 

As has been noted, in the original cases hyper- 
parathyroidism was associated with disease of 
the bones and for years the diagnosis was sus- 
pected only in the presence of such disease. But 
the diagnosis is now being made oftener and 
earlier because of Albright’s emphasis in 1934 
that kidney stones may be a symptom. Albright 
estimated that about 5 per cent of all patients in 
Boston having renal lithiasis have hyperpara- 
thyroidism; Keating* estimated that 2 to 4 per 
cent of all patients having renal lithiasis who 
are seen at the clinic have hyperparathyroidism. 
Sometimes the stones are made of calcium phos- 
phate characterized by a concentric ring forma- 
tion, but more often they are made of calcium 
oxalate; stones of the latter substance are tri- 
angular, as a rule, and have a gross crystalline 
appearance. The passing of calcium-phosphate 
sand or gravel in the urine is not unusual. 
Stones may be singular or multiple; stag-horn 


calculi are uncommon in hyperparathyroidism. 
The excessive excretion of calcium in the urine 
may be characterized by a degree of polyuria 
and polydipsia suggestive of diabetes insipidus. 

Since calcium is maintained in solution with 
difficulty, the appearance of nephrolithiasis or 
nephrocalcinosis may afford the first clinical evi- 
dence of parathyroid disease. Although it may 
be less common, nephrocalcinosis is probably 
the most serious complication of hyperparathy- 
roidism. In Albright’s experience this seldom 
appeared in the presence of stones and vice 
versa. Apparently the collecting tubules are 
plugged and then destroyed by casts of calcium 
phosphate. Sometimes the degree of calcification 
is sufficiently extensive as to be seen on roent- 
genograms. Calcification can readily lead to a 
progressive decline in renal function and ter- 
minate in uremia and death. 


is a few instances diagnosis of hyperparathy- 
roidism has been made in the absence of find- 
ings referable to the bones and the kidneys. 
This is not common, however, since symptoms 
pertaining to hypercalcemia and hypophos- 
phatemia as such are not usually pathogno- 
monic. These symptoms include nausea, vomit- 
ing, anorexia, loss of weight, epigastric pain, 
weakness, constipation, polyuria and polydipsia. 
Rogers? called attention to cases of patients with 
unrecognized hyperparathyroidism who had 
undergone treatment for duodenal ulcer; this 
seemed only to accentuate gastrointestinal symp- 
toms and was followed by death. 

Acute parathyroid poisoning in the dog will 
cause death within a few days from azotemia. 
Necropsy will disclose widespread calcification 
throughout the alveoli of the lungs, the mucous 
membrane of the stomach, the thyroid gland 
and the kidneys. Calcinosis found in tissues ex- 
creting organic and inorganic acids can be ex- 
plained by the fact that calcium phosphate is 
apt to be precipitated wherever there is localized 
alkalosis. However, it is not certain that this 
mechanism explains the calcinosis found in the 
thyroid. Metastatic calcification may occur when 
the serum contains excessive amounts of cal- 
cium and phosphorus as in chronic renal insuf- 
ficiency, poisoning by vitamin D and metastatic 
disease of the bones. Grave risk accompanies 
the sudden ingestion by the hyperparathyroid 
patient of vastly increased amounts of foods rich 
in calcium, although a first glance at the pa- 
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tient’s bones would suggest this to be a logical 
procedure. 


DIAGNOSIS OF HYPERPARATHYROIDISM 


roM what has been said, suspicions of the 
eo of hyperparathyroidism should be 
high for patients having renal lithiasis or bone 
disease. Minimal evidence necessary to make the 
diagnosis includes an elevation in the concen- 
tration of serum calcium, a depression in the 
serum phosphorus and an abnormally high ex- 
cretion of calcium in the urine. In the serum 
deviations from normal values may be small 
and in a few cases nil. Keating* observed that 
in some cases values for both calcium and phos- 
phorus in the serum fell within a range com- 
monly considered to be normal. Studies for 
hypercalciuria merit special emphasis. The pa- 
tient should consume a diet low in calcium for 
several days as described by Bauer and Aub.”° 
Several 24-hour specimens of urine are then 
analyzed for calcium. Under these conditions 
the normal person seldom excretes more than 
100 mg. of calcium a day whereas patients with 
hyperparathyroidism usually excrete more than 
200 mg. a day. This is a cumbersome procedure 
and may be avoided in some instances by resort 
to the use of the Sulkowitch reagent. This is a 
specially buffered reagent so devised that when 
equal parts of it are added to an acid urine con- 
taining large amounts of calcium, a heavy white 
cloud is formed. If the urine contains little cal- 
cium a faint cloud, if any at all, appears. In this 
latter instance, the patient is not apt to have 
hyperparathyroidism, provided the specific grav- 
ity of the urine is normal and there is no renal 
insufficiency. On the other hand the presence 
of a heavy cloud does not necessarily mean that 
the patient has hyperparathyroidism. 

If the criteria mentioned have been met, the 
finding of an elevated alkaline phosphatase 
means that the patient has bone disease in 
which the osteoblasts are subjected to increased 
activity, but an elevation in the concentration of 
phosphatase is not essential as has already been 
noted. 


DIFFERENTIAL DIAGNOSIS 


I shall consider differential diagnosis from the 
standpoint of osseous and renal findings and 
changes in the blood chemistry. No attempt 
will be made to exhaust all the possibilities 
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which may create some difficulty in arriving at 
the proper diagnosis. 

Paget's disease or osteitis deformans—In this 
disease osteoblastic activity is marked and the 
concentration of alkaline phosphatase in the 
serum will be elevated. Hypercalciuria and 
nephrolithiasis may be present, but the values 
for serum calcium and phosphorus are usually 
normal. Although the skeletal disease may be 
widely disseminated, it is localized, never gen- 
eralized. After immobilization the patient may 
have hypercalcemia and hypercalciuria. 

Osteoporosis—The concentration of serum 
alkaline phosphatase is normal or low since there 
is no osteoblastic activity. This is a crucial fea- 
ture. As a rule values for serum calcium and 
phosphorus are within normal ranges. Evidence 
of hypercalciuria and hyperphosphaturia disap- 
pears after the skeleton has been demineralized 
whereas in hyperparathyroidism these findings 
persist regardless of the degree of decalcification. 

Osteoporosis with hypercalcemia in child- 
hood—Hypercalcemia may be associated with 
osteoporosis after immobilization in a body cast 
or after protracted inactivity as in poliomyelitis 
when the kidneys cannot clear the calcium and 
phosphorus rapidly enough. The concentration 
of phosphatase, however, is normal or low. 

Osteomalacia and rickets—The concentration 
of alkaline phosphatase in the serum may be 
elevated and that of phosphate will be depressed, 
but the value for serum calcium is normal or 
low and hypercalciuria is unlikely. Decalcifica- 
tion is general and the lamina dura may be ab- 
sent. In rickets the epiphyseal lines will be wide 
and irregular. 

Osteogenesis imperfecta or fragilitas ossium— 
The concentration of phosphatase may be ele- 
vated but the values for serum calcium and 
phosphorus are normal. This is an hereditary 
defect with other mesenchymal defects which 
involve the sclerae, blood vessels and fascia. The 
cortex of the bones is exceedingly thin and frac- 
tures are common. This condition improves as 
the patient attains adult life, although otosclero- 
sis is likely to develop. 

Polyostotic fibrous dysplasia—The concentra- 
tion of serum phosphatase is elevated, but that 
of calcium and phosphorus remains normal. 
The osteitis fibrosa suggests a segmental distri- 
bution as does the skin pigmentation which is 
usually present. The uninvolved bones are com- 
pletely normal. There is a sexual precocity in 
females but not in males. 
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Multiple myeloma—At times this disease may 
be difficult to distinguish from hyperparathy- 
roidism. However, the concentration of serum 
phosphatase rarely, if ever, is elevated; this is 
the most important feature in the differential 
diagnosis. The value for serum calcium may be 
elevated and hypercalciuria and nephrolithiasis 
may be present. The concentration of phosphate 
in the serum is usually normal, although it may 
be either elevated or depressed. Bence Jones 
proteinuria is usually present and so is hyper- 
globulinemia. Plasma cells also are generally 
found. 

Sarcoidosis—In this condition the concentra- 
tions of phosphatase and calcium in the serum 
may be elevated and hypercalciuria and kidney 
stones may be found. Hypophosphatemia, how- 
ever, is not present. The lesions of bones consist 
of small “punched-out” areas. 

Metastatic malignant disease—Although roent- 
genograms usually are diagnostic, occasionally 
patients may be seen who have decalcification 
and elevated concentrations of phosphatase and 
calcium in the serum. The value for serum phos- 
phorus is usually within normal ranges. 

Chronic renal insuffictency—Primary renal 
disease may produce roentgenologic changes in 
the bones that are indistinguishable from those 
produced in primary hyperparathyroidism. In 
renal disease associated with retention of non- 
protein nitrogen, there is nearly always reten- 
tion of serum phosphorus. This results in a 
depression of the serum calcium. In an effort 
to maintain a normal ratio of calcium to phos- 
phorus, the parathyroid glands hypertrophy. 
The resorption of calcium from the bones, how- 
ever, is thought to be the result of acidosis. 
When evidences of resorption of bone are 
prominent, the situation is referred to as “renal 
rickets” or, better, as “renal osteitis fibrosa gen- 
eralisata.” On the other hand, primary hyper- 
parathyroidism may sometimes produce renal 
insufficiency either by causing nephrocalcinosis 
or lithiasis with secondary infection. When this 
occurs the diagnostic criteria of hyperparathy- 
roidism are not clear since renal insufficiency 
tends to raise the concentration of serum phos- 
phorus, to lower that of serum calcium and to 
reduce the amount of calcium excreted in the 
urine. Keating has emphasized that the co- 
existence of extensive renal disease and osteitis 
fibrosa generalisata may sometimes make it im- 
possible to determine the etiology of each al- 
though the causes are quite different. 


Miscellaneous factors—Vitamin D: This vi .- 
min increases the absorption of calcium a:d 
augments the excretion of phosphorus in tc 
urine; the latter explains the demineralizati:n 
sometimes noted after administration of exc:s- 
sive doses of vitamin D. 

Dihydrotachysterol (A.T.10): This drug hus 
the same general effect as vitamin D, but where- 
as the latter is most effective in inducing absor)- 
tion of calcium, A.T.10 is most effective in caus- 
ing phosphaturia. As a result of phosphaturia, 
calcium is mobilized from the bones. Thus 
A.T.10 does not have an antirachitic action. On 
the other hand, vitamin D has a great anti- 
rachitic action since it brings about the absorp- 
tion of calcium which results in hypercalcemia 
and the deposition of calcium in the bones. 

Aluminum hydroxide gel: This substance ap- 
parently decreases absorption of phosphates 
through the intestinal tract and causes an in- 
crease in the concentration of serum calcium. 

Excessive intake of milk and alkalies: Al- 
bright and others have noted hypercalcemia 
without hypercalciuria, normal or high concen- 
trations of serum phosphorus, impaired renal 
function, conjunctival deposits of calcium or 
“band keratitis.” Clinical improvement follows 
the use of a diet low in calcium. 


TREATMENT 


Bee treatment for hyperparathyroidism . is 
surgical. There is no medical treatment. 
Any attempt to alter disturbances of electro- 
lytes in this disease will only increase the work 
of the kidney; thus, the preoperative diagnosis 
is all important. After the diagnosis has been 
made the surgeon assumes the obligation of 
finding the source of the disease. Albright de- 
cries the “let’s have a look” approach; failure 
to find an adenoma when one is present will 
only make the second exploration much more 
difficult if not more certain of failure. Churchill 
and Cope" have emphasized that the purpose 
of the exploration is not to make the diagnosis, 
since this can be done with greater accuracy 
from the laboratory studies. Meticulous dissec- 
tion, the avoidance of a blood stained field, the 
availability of a pathologist who can make a 
diagnosis from frozen sections and anesthesia 
adequate for prolonged and extensive dissection 
are important factors in the successful treatment 
of this disease. 

The surgeon must be able to distinguish para- 


= 

J 


thyroid tissue from peripheral buds of thyroid 
tissue, Which are deeper red than the parathy- 
roid glands; from lymph nodes, which are usu- 
ally round and have a “brittle hardness”** com- 
pared to the soft texture of parathyroid glands; 
from encapsulated fat, which is soft but pale 
yellow and from aberrant thymus, which also 
is soft but is a “pale dirty grayish-yellow.” “The 
aim of the operation,” says Black, “is the me- 
thodical identification of each parathyroid 
gland, and the golden opportunity for such 
identification is the first operation.” Nothing is 
gained in the treatment for hyperparathyroid- 
ism by removal of normal glands for if an 
adenoma is found subsequently and removed 
the patient will suffer from chronic tetany. In- 
variably, adenomas should be removed com- 
pletely. In cases of diffuse primary hyperplasia 
subtotal excision should be done removing all 
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was given. 
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A MAN OF MANY TALENTS 


RICHARD BRIGHT (1789-1858) was not the first to make 
observations on kidney disease, but his was the original 
observation that dropsy, with albuminous urine, was 
the result of renal disease. It was Bright’s correlations 
of clinical studies with postmortem findings that estab- 
lished the syndrome of the condition to which his name 
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parathyroid tissue except for 30 to 200 mg. 

Tetany may develop after operations for hy- 
perparathyroidism. Removal of an adenoma 
may leave the remaining parathyroid tissue rela- 
tively inert and hypofunctioning with resulting 
tetany. This condition is usually transitory, how- 
ever. In cases of severe osseous disease with rela- 
tively high values for serum alkaline phos- 
phatase the tetany may be severe. Albright has 
suggested that in such cases the bones take up 
calcium and phosphorus so rapidly that the 
values for these ions in the serum fall to tetany 
levels. Treatment with massive doses of cal- 
cium and vitamin D or dihydrotachysterol may 
be needed. If all functioning parathyroid tissue 
has been removed or destroyed the tetany will 
be permanent and treatment for it will have to 
be continuous. 


>. Beck, Atrrep: Discussion. Arch. f. klin. Chir. 152:123-124, 1928. 


8. Keatine, F. R., Jx.: The diagnosis and tr of hyperpara- 
thyreidism. J. Michigan M. Soc. 45:1349-1353, 1946. 

9. Rocers, H. M.: Parathyroid adenoma and hypertrophy of the 
parathyroid glands. J.A.M.A. 130:22-28, 1946. 

10. Baver, Warrer and Aus, J. C.: Studies of inorganic salt meta- 
bolism: I. The ward routine and methods. J. Am. Dietet. A. 
3:106-115, 1927. 

it. Cuurcnit, E. D. and Corr, Oxrver: The surgical treatment of 
hyperparathyroidism; based on 30 cases confirmed by operation. 
Ann. Surg. 104:9-35, 1936. 

12. SrerpHenson, H. U., Je. and McNamara, W. L.: The parathyroid; 
a study based, in part, on sixty postmortem examinations with 
presentation of a case of hyperfunctioning adenoma. Am. J. M. 
Sc. 215:381-397, 1948. 


Before receiving his M.D. degree in Edinburgh in 


1813, Bright and a friend, who was later to become Sir 
Henry Holland, accompanied Sir George Mackenzie on an expedition to Iceland. 
Mackenzie’s account of the trip, “Travels in Iceland,” was illustrated by Bright who 
also added notes on botany and zoology. When he returned, Bright completed his 
medical studies at Guy’s Hospital and in Edinburgh and then toured for a while in 
Europe. An account of this trip was published in “Travels Through Lower Hun- 
gary,” which was also illustrated by the author. Settling in London, Bright entered 
medical practice and became Physician to Guy’s Hospital in, 1824. 
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Management of the Low Potassium State in 
Patients on the Low Sodium Diet 


R. E. FREMONT,* A. B. RIMMERMAN** AND H. E. SHAFTELt 


HALLORAN VETERANS ADMINISTRATION HOSPITAL, STATEN ISLAND, NEW YORK 


Fifty patients on a low sodium diet were studied for the appearance of potas- 


sium imbalance and the ability of salt substitutes to prevent or correct it. None of 
those using a salt substitute showed an abnormal drop of serum potassium. 
DIASAL,® containing potassium chloride, seemed most efficient in preventing a 


ECENT literature’ * has focused the attention 
of the physician on the effects of potas- 
sium imbalance. Particular emphasis has 

been placed upon the occurrence of a hypo- 
potassemia and the clinical consequences of this 
deficiency. Of particular interest is the finding 
of a reduced or limited dietary intake as a com- 
mon cause of the low potassium state. It has 
been reported® that on the average a period of 
poor food intake for 16 to 17 days will develop 
a low serum potassium. 

The natural distribution of potassium in 
foods is similar to that of sodium. The rather 
well known likeness of the chemical and gross 
biologic behavior of sodium and potassium 
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negative or restoring a positive potassium balance. 


posed the question of whether the low sodium 
diet was not also potassium-deficient. This be- 
comes of paramount importance with the ever 
increasing therapeutic use of diets composed 
chiefly of sodium-deficient foods. 

This question was succinctly answered when 
an examination of several low sodium diets re- 
vealed that they were indeed deficient in potas- 
sium although to a variable degree. Our atten- 
tion was then directed to the possible effects of 
a borderline hypopotassemia and its prevalence. 
Attempts at formulating a diet that was limited 
in sodium content and at the same time assured 
an adequate potassium intake were not satis- 
factory. 

Chapman and Shaffer,® discussing the role of 
mercurial diuretics and digitoxin on electrolyte 
balance, pointed out that there was a tendency 
for the level of the blood sodium and potassium 
to decrease during treatment, and suggested that 
this may be due in part to the sodium-restricted 
diet. 

While the marked clinical syndrome of hypo- 
potassemia is easily discernible, the more com- 
monly occurring borderline state of hypopotas- 
semia is frequently overlooked because of the 
nonspecific nature of the symptoms. The first 
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usually occurs when the serum potassium level 
drops from the normal range of 4.0 to 5.5 mEq. 
per liter™® to a range of 2.6 to 3.0 mEq. per 
liter. The second is usually associated with the 
intermediate values of 3.0 to 4.0 mEq. per liter. 

The patient with a fully developed picture of 
hypopotassemia exhibits lethargy, drowsiness, 
weakness, chronic ileus (with varying degrees 
of distention), anorexia, oliguria and degenera- 
tive myocardial changes.’°** Some peripheral 
edema and pulmonary edema may be present. 
In most pronounced deficiency there is mark- 
ed skeletal weakness leading to paralysis of the 
diaphragm and the intercostals.** 

The first indications of a lowered potassium 
level may be observed on the electrocardio- 
gram,''*** the changes being seen more readily 
in the precordial leads. The electrocardiographic 
alterations associated with the low potassium 
state are a lowering to inversion, and a broaden- 
ing, of the T wave with resultant lengthening 
of the Q-T interval. These changes are generally 
accepted as most sensitive criteria. The pro- 
longation of the Q-T interval also seen in hypo- 
calcemia is distinguished by its affecting the 
ST segment alone and not the duration of the 
T wave. The ST segment as well as the ST 
junction may be depressed in the low potassium 
state and, as the serum level falls still further, 
a U wave may appear. These changes soon re- 
vert to the normal upon elevation of the serum 
potassium level. 

It was deemed of interest to study critically a 
representative sampling of patients on a low 
sodium diet in order to ascertain their relative 
potassium states. 


TABLE 1 


SumMMaRY OF 50 PaTiENTs* StupIED For EFFECTS OF 
PorasstuM IMBALANCE WHILE oN Low 


Sopium Diets 
3 NUMBER OF 
PATIENTS 
Essential hypertension, obesity, no cardiac 
involvement 23 
Hypertensive heart disease 10 
Arteriosclerotic, hypertensive heart disease 8 
Luetic heart disease, aortic insufficiency 4 
Luetic heart disease, aneurysm, hypertension 2 
Obesity 3 
TOTAL 


*Age range: 28 to 73 years. 
**Sex: men, 32; women, 18. 
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METHOD 


croup of 50 outpatients on a low sodium 
diet for varying periods was studied for 
the effects of potassium imbalance. The patients 
were being treated for hypertension (without 
cardiac involvement), obesity and various car- 
diovascular diseases in which the low sodium 
diet is usually employed (Table 1). Since hyper- 
adrenocortical activity produces a potassium- 
depleted state, patients receiving steroids were 
excluded from this study. Patients with renal 
involvement which might cause a potassium 
retention were also excluded. The range in age 
of the test group was from 28 to 73 years and 
included 32 men and 18 women (Table 1). 
The patients were on a low sodium diet for 
periods ranging from 1 to 15 months, and the 
approximate daily sodium intake was from 400 
mg. to 1 gm. It was difficult to evaluate the 
daily potassium intake although, if the dietary 
regimen were strictly followed, it may be as- 
sumed to have been from 100 mg. to 1200 mg. 
per day. The potassium intake was also supple- 
mented by potassium-containing salt substitutes 
which were used by 44 per cent of the group. 
Since the amount of salt substitute used and its 
potassium content both would influence the 
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TABLE 2 


ANALYSIS OF THE SERUM PorasstuM LEVELS oF 50 PaTiENTs on Low Sopium Diets 


SERUM POTASSIUM LEVELS* 
TOT 
Number of patients I 2 | 4 2 | 14 | 1 | 4 | 6 | 6 5 
(Per cent of group) i) | @® Ff 4 | (4) (28) |} (22) | (8) | (12) (12) (a 
Number of Patients Using Salt Substitute 
Amount of Sodium in Diet 
(Number of Patients) 
I gm. o | I | 0 ° I 2 
750 mg. 0 1 2 I 6 4 3 | 3 I 21 
| 
| | | 
500 mg. I I I | I e- 7 3 I | 2 3 x 
Under 500 mg. | I 4 BA. 2 5 


Duration of Diet 
(Number of Patients) 


1 to 3 months | o (| I 0 I I r | - 
3 to 6 months | I I I I 6 5 I | 2 3 | 21 a 
6 to 9 months | | I | I 6 2 3 | = 
More than 12 months | I 2 1 2 | 


*Expressed as milliequivalents per liter. 


daily potassium intake, a study of this source is 
of importance. It was recently reported’* that 
of the three groups of salt substitutes containing 
potassium commonly used, only one consisted 
largely of potassium chloride. 

Serum potassium determinations were made 
and serial electrocardiograms obtained. The 
serum potassium levels ranged from 3.6 to 4.4 
mEq. per liter with 18 per cent above 4.0 mEq. 
per liter and 54 per cent below, and 28 per cent 
had levels of 4.0 mEq. per liter.* The electro- 
cardiograms confirmed the low potassium state 
in the group having a serum level of below 
4.1 mEq. per liter, showing depressed to in- 
verted T waves and prolongation of the Q-T 
interval; with the more greatly depressed serum 
levels, inverted T waves in lead I and flat T 
waves in leads II and III were observed. The 
prolongation of the Q-T interval was best seen 
in the precordial leads, in particular C-Rs. An 
analysis of the potassium balance of the survey 
group is presented in Table 2. 


*The normal values in the laboratories conducting this study 
were from 4.1 to 5.3 mEq. of potassium per liter. 


Subjective symptoms of the patients were not 
unusual for this group, but were striking in 
that only the patients with minimal or moder- 
ately low serum potassium levels complained of 
anorexia, inertia, weakness and some intestinal 
distention. It is of interest to note that anorexia 
appears to be a common complaint of patients 
on the low sodium diet.* They have been attrib- 
uted in the past to a systemic effect of digitalis 
administered in optimal or at least in near-toxic 
dosage, or to a similar effect of the diuretics 
administered.'* The dehydration and loss of 
sodium and/or chloride in the wake of a mark- 
ed induced diuresis have often been held respon- 
sible for these symptoms.'® Nevertheless the 
hypopotassemia noted in the patients studied by 
us offers an explanation deserving of further 
careful investigation. 

It was of interest to note that all of the pa- 
tients with serum potassium levels of 4.1 mEq. 
per liter or above used a potassium-containing 
salt substitute, while only 37 per cent of the 
group having levels below 4.0 mEg. of potas- 
sium per liter employed one. Upon investiga- 
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TABLE 3 


The Low Potassium State in Patients on the Low Sodium Diet: Fremont, et al. 219 


REsULTs oF ADDITION OF SALT SuBsTiTUTESs TO Low Soprum Diets in THree Groups oF 10 Patients Each 


PATIENT 


SERUM POTASSIUM LEVELS (mEq. per liter) 


I 
week 


2 
weeks 


weeks 


weeks 


AVERAGE DAILY 
INTAKE OF SALT 
SUBSTITUTE 
(Gm.) 


Product A, Group 1 


4.2 


4-3 


4.2 


3-9 


4.2 


4-4 


45 


4.0 


4-2 


43 


4-4 


4-4 


4.1 


4.2 


4.1 


10 


3.6 


4.0 


43 


Average 


3.8 


4.0 


4.2 


4-4 


Product B, Group 2 


4.0 


3-9 


4.0 


4.0 


4.1 


3-9 


43 


3-9 


3-9 


4.0 


4.0 


Product C, Group 3 


4.1 


4.2 


4.0 


3-9 


4.0 


4.0 


4.1 


43 


3-9 


4.0 


4.0 


2 3.8 4.2 45 4-4 3.0 
3 3.8 4.0 = 4-4 4-4 2.6 
4 = 4:3 2.8 
5 = = = = 4-5 2.0 
6 4:3 = 4-4 4-6 
ame 3-9 4.0 = 43 4-4 1.9 
8 3.6 3-9 = 4:3 43 2.8 
9 3-7 3-9 |_| 4-4 4-4 2.8 
= = = 4-4 
I 3.9 3-9 4.1 4.2 2.6 
2 | 3.6 37 | 4.0 4.0 2.5 
3 3-7 3.8 r 4.1 4.0 3.1 
4 4.0 4.0 | 4.0 4-2 
5 4.0 4.1 4:3 2.6 
6 3.8 3.8 Hi 3-9 4.0 2.0 
7 4.0 4.1 = 4:3 4-1 2.8 
8 3-7 3.9 4.1 4.1 3.0 
9 3-7 3.8 4.1 4.2 3.0 
10 3.6 3.9 | ml 4.2 4-1 2.8 ? 
Average 3.8 3.9 = 4.1 4.1 2.6 
I 4.0 4.1 | || 4.1 4.0 1.6 , 
2 3.9 4.0 43 4-4 2.8 
3 3.9 4.0 = 4.1 4.1 2.1 | 
: 4 3.6 3.8 | 4.1 4.0 3.0 
5 3-7 3-9 4.2 43 3-3 
6 3.8 4.0 ma 4.1 4.1 2.6 
7 4.0 4.0 ml 4.2 4.2 2.4 ; 
8 3-9 4.1 = 4-4 43 2.1 % 
9 3-7 3.9 4.1 4:3 2.8 
10 59 3.8 4-2 4-4 3-1 
Average 3.8 3.9 = 4.1 4.2 2.5 i 
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tion it was found that all of the group within 
the normal range used the same product which 
consisted chiefly of potassium chloride. In view 
of these findings it was decided to investigate 
the role that these agents played prophylactically 
against the low potassium state. 

Three groups, each consisting of 10 patients 
having lowered serum potassium levels (4.0 
mEq. per liter or below), were prescribed one 
of the salt substitutes with their diet. The pa- 
tients were instructed to use only one package 
and to bring it to all follow-up visits. Since the 
commercial packages all state the quantity of 
salt contained, the average daily intake could be 
computed by subtracting the quantity remain- 
ing from the amount labeled. The serum potas- 
sium level was determined at each follow-up 
visit and compared with the initial value. The 
results, presented in Table 3, demonstrate that 
the salt substitute plays an important role in the 
prophylaxis of the low potassium state and sig- 
nificantly that all potassium-containing salt sub- 
stitutes are not alike in this respect. Only one 
agent (Product A) contained adequate potas- 
sium to promote positive balance rapidly in the 
presence of a limited dietary intake. It is impor- 
tant to note that there has been no occurrence 
of a depleted serum potassium in any of the 
patients who have been using this product with 
their low sodium diet. 


COMMENT 


This study indicated that a lowered serum 
potassium level may occur in patients on a 
low sodium diet. The existence of this state 
has been shown to be a borderline one and 
consequently may frequently be overlooked. 
While the immediate symptoms of this syn- 
drome are not acute, they may contribute great- 
ly to the prolonged morbidity of the patient. 
The pertinent relationship of hypopotassemia to 
digitalis therapy is of considerable interest as 
evidenced by the recent increase of publications 
dealing with this problem. That a potassium 
loss, secondary to toxic digitalis dosage, may oc- 
cur within the myocardium has been known for 
some time.’* This has recently been advanced 
as a possible explanation for the occurrence of 
ventricular extrasystoles and tachycardia in 
digitalis toxicity." On the other hand, the possi- 
bility of a lessened tolerance to digitalis in a 
patient with potassium deficiency bears careful 
investigation as suggested by Enselberg, et al.”® 


In a report on the same patient, these authors 
attribute the occurrence of an apparent digitalis 
intoxication to the potassium depletion associ- 
ated with the diabetic acidosis present. In the 
routine management of congestive heart failure, 
the use of the low sodium diet with digitalis 
makes it of paramount importance that the 
physician safeguard the patient against potas- 
sium depletion. 

In the over-all symptomatology of the patient, 
particularly in one who is receiving treatment 
with digitalis and diuretics, it is difficult to ascer- 
tain the proper significance of subjective symp- 
toms due to a borderline hypopotassemia. Cer- 
tainly the mitigation of any of the subjective 
and often disabling complaints is desirable and 
deserving of a thorough investigation of serum 


electrolyte levels of potassium, sodium and 
chloride. 


‘Lo safety of potassium supplementation by 
salt substitutes in general use is readily 
appreciated when one considers the pharma- 
cology of potassium. The potassium ion is high- 
ly mobile, readily migrating across cell boun- 
daries. Excess potassium is rapidly excreted 
except in the presence of renal failure. Keith 
and co-workers’ showed that doses as high as 
17.5 gm. of potassium chloride can be tolerated 
without evidence of toxicity, even in the pres- 
ence of mild renal failure. Winkler and co- 
workers’® pointed out that it was difficult to 
produce a rise of more than 3 mEq. per liter 
by the oral route. Obviously potassium would be 
contraindicated in acute renal failure, terminal 
uremia and severe passive congestion of the 
kidneys; however, such derangements of kid- 
ney function are usually associated with hyper- 

This study, while not based upon meticulous 
metabolic analysis, demonstrates a hitherto un- 
suspected role of the salt substitutes. Most physi- 
cians exhibit an apathy toward this group of 
agents and consider them to be merely innocu- 
ous flavors. While their harmless nature is 
agreed upon, it is important to recognize that 
these agents may be conveniently, safely and 
efficiently utilized to supply a deficient metabo- 
lite to the diet. By the use of a potassium-con- 
taining salt substitute with low sodium diets, 
adequate potassium intake may be assured to 
prevent a serum depletion; however, the potas- 
sium content of the salt substitute used should be 
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carefully examined. On the basis of this study, 


appears that Product A, commercially avail- 


able as DIASAL,* is most efficient in this regard. 


CONCLUSIONS 


1. A depleted potassium state may occur in 


patients on the low sodium diet. 


*Registered trademark of E. Fougera & Co., Inc., New York, 
New York. 
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2. The nonspecific nature of the symptoms 


frequently masks the presence of the depleted 
potassium state. 

3. The potassium-containing salt substitutes 
are an efficient means of supplying potassium in 
prophylactic amounts to’ the depleted diet. 


4. Diasal is the product of choice for this 


purpose. 
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ERFORATIONS of the 
gastrointestinal 
tract in the ab- 

sence of external trauma 

are most commonly due 
to the erosion of a pep- 
tic ulcer or the rupture 
of a gangrenous appen- 

dix. The clinical picture 

produced by either of 

these calamities is well 
known and _ ordinarily 
easy to recognize. The SCHLICKE 
treatment is fairly well 

standardized. Perforations due to other patho- 

logic processes are less common and the result- 

ing symptoms are confusing. Prompt and effec- 
tive treatment is no less urgent, but may present 
problems of far greater complexity. 

Irrespective of the underlying pathologic proc- 
ess, the chain of events in perforation follows a 
similar pattern which is dependent upon the 
speed with which the perforation has occurred 
and the degree to which the peritoneum and 
adjacent viscera have been able to marshal their 
defenses to isolate the diseased part. Sudden, 
free perforation before any effective protective 
barrier has appeared results in spreading or 
generalized peritonitis. If the perforation is slow 
and “walling off” has occurred, a localized ab- 
scess may develop or the process may extend 
into an adjacent viscus, forming a fistula. 

Recent years have added little to our diagnos- 
tic acumen for the detection of such processes in 
the peritoneal cavity. Many times all that we 
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can assume with certainty is that peritoneal ir- 
ritation exists, but as to the underlying cause we 
can only hazard a guess. Happily, there have 
been great advances in our ability to treat such 
conditions. Hospital mortality has been reduced 
from 20 per cent in 1941 to 5 per cent in 1945. 
Stage procedures are used less and less; time 
loss and morbidity have been drastically cut. 

The causes of perforation of the intestine 
herein to be considered are: diverticulitis of 
the sigmoid colon, neoplasm, foreign body and 
irradiation reaction. 


MATERIAL 


This paper deals with 7 cases of intestinal 
perforation seen at the Rockwood Clinic in the 
past two years. In 4 cases, perforation was acute 
and associated with general peritonitis. In 1 case 
it was subacute, associated with abscess forma- 
tion. These cases are considered in the light of 
the diagnostic problems which they presented 
and the treatment which was carried out. Two 
cases of chronic perforation with fistula forma- 
tion are included because of certain rather un- 
usual features which they illustrated. 


CASE REPORTS 


Case 1—Acute perforation of sigmoid diverticulum 
with spreading peritonitis. A 50-year-old white man 
was admitted to the hospital complaining of severe 
abdominal cramps and tenesmus of 14 hours’ dura- 
tion. His previous health had been: good except for 
“sour stomach.” Examination revealed a sick-looking 
man distressed by abdominal pain. His temperature 
was 99° F., pulse rate 100, blood pressure 130/90. The 
abdomen was flat, but generalized muscular guarding 
was present. There was extreme tenderness in the 
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right lower quadrant of the abdomen and rebound 
tenderness was referred to this region. Rectal examina- 
tion revealed tenderness high on the right. His leuko- 
cyte count was 18,000; erythrocyte count 4,970,000; 
hemoglobin 14.7 per cent. Urinalysis revealed a trace 
of acetone. 

The clinical impression was acute appendicitis with 
perforation. An immediate celiotomy was carried out 
through @ right lower rectus incision. Free pus was 
present in the peritoneal cavity. The serosal surfaces 
were diffusely injected. The appendix was not remark- 
able. The sigmoid was found to be thickened and in- 
flamed as in acute diverticulitis, and in one area a free 
perforation was present. The sigmoid was brought out 
through a left lower quadrant stab wound, the abdo- 
men closed, a 3-bladed clamp applied to the exterior- 
ized sigmoid and the diseased bowel cut off. A nasal 
tube was then inserted into the stomach. 

Pathologic report—Diverticulitis of the sigmoid with 
gangrene and perforation. 

Postoperative course—Temperature rose to 105° F. 
the day after surgery and gradually subsided, being 
normal after the sixth postoperative day. The proximal 
loop of the colonic stoma was opened with a cautery 
on the second postoperative day. He began to pass gas 
on the fifth day. On the ninth day the patient com- 
plained of pain in his right calf and slight respiratory 
distress and the question of thrombophlebitis and pos- 
sible pulmonary embolism was raised. However, the 
symptoms rapidly disappeared. Except for persistent 
dyspepsia and occasional vomiting, his further post- 
operative course was uneventful and he left the hos- 
pital on the fifteenth day. Four months later the colonic 
stoma was closed, resecting enough of the descending 
colon to remove the few remaining diverticula. Con- 
valescence was uneventful. 


Comment—It was thought that this man had 
acute appendicitis. Perhaps the history of tenes- 
mus should have aroused the suspicion of a 
left-sided colonic lesion, but the man had taken 
a laxative. In 8 of the 94 cases of sigmoid diver- 
ticulitis reported by Fallis and Marshall the pain 
was in the right lower quadrant. This may be 
due to the distention of the cecum secondary 
to low-grade obstruction or to the right-sided 
position of a redundant sigmoid loop. It is well 
to remember this at operation if the appendix 
does not seem to account for the history and 
findings. Otherwise, cases of sigmoid diverticuli- 
tis will be overlooked. Furthermore, a right 
lower quadrant incision hardly .offers the best 
surgical approach to the diseased sigmoid. 


Case 2—Acute perforation of a sigmoid diverticulum 
with peritonitis. A 62-year-old white woman was ad- 
mitted to the hospital complaining of lower abdominal 
pain, obstipation, nausea and anorexia of three days’ 
duration. Past history was not remarkable except for 
occasional abdominal pains. Temperature was 98.2° F.; 
pulse rate was 80. The abdomen was tender in the 
left lower quadrant. An ill-defined mass was felt here 
and in the pelvis. Leukocyte count was 20,400; erythro- 
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FicuRE 1 (Case 2). Roentgenozgram after administra- 
tion of barium enema, showing deformity of sigmoid 
colon. 


cyte count 4,870,000; hemoglobin 96 per cent. Urinalysis 
revealed a trace of albumin and 12 to 15 white blood 
cells per high power field. It was felt that the patient 
might have an appendiceal abscess, perforating diver- 
ticulitis, malignancy of the bowel or an ovarian cyst 
with a twisted pedicle. It was hoped that the inflam- 
matory process would subside under conservative man- 
agement. 

The next day her temperature was 100° F., pulse 
rate 110, leukocyte count 26,700. A flat plate of the 
abdomen showed nothing but an old vertebral fracture. 
On her third hospital day she felt better and the leuko- 
cyte count had dropped to 15,600. A dilute mixture of 
barium was administered by rectum and roentgenologic 
examination was carried out. This was reported as 
showing narrowing of the sigmoid by an extrinsic 
mass; “no evidence of tumor, diverticulitis, or perfora- 
tion” (Figure 1). Her condition deteriorated that after- 
noon and accordingly, an exploratory laparotomy was 
carried out through a low midline incision. Cloudy 
fluid was encountered on opening the peritoneum and 
spreading peritonitis was present. A few fresh, fibrinous 
adhesions were encountered. The sigmoid was thick- 
ened, inflamed, adherent in the cul-de-sac and several 
areas of gangrene were noted. The diseased segment 
was exteriorized and removed after application of a 
3-bladed clamp and the wound was closed in layers. 

Pathologic report—Diverticulitis, gangrene and _per- 
foration. Small, benign polyp. 

Postoperatively, the patient’s temperature rose to 
101° F. and gradually subsided. The proximal loop of 
the colonic stoma was opened on the second postoper- 
ative day. She began to pass gas and fecal matter on 
the third day. On the seventh day there was a partial 
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wound disruption with evisceration of a small amount 
of omentum. No therapy was carried out for this com- 
plication. There was a moderate urinary tract infection 
which responded to chemotherapy. The patient left the 
hospital on the fifteenth postoperative day. One month 
later the colonic stoma was closed by excision and an 
end-to-end anastomosis of its limbs. An incisional her- 
nia was repaired at the same time. Convalescence was 
uneventful. 


Comment—It is of interest that the roent- 
genologic findings pointed to an extrinsic mass 
though the thickened bowel was what had been 
felt clinically. Since no barium was able to enter 
the sacs which were compressed by the inflam- 
matory process, diverticula were not visualized. 
Fallis and Marshall have suggested administer- 
ing tetra-ethyl-ammonium chloride to diminish 
spasticity and increase the likelihood of demon- 
strating diverticula. Inability to rule out car- 
cinoma is a very common reason for operation 
in cases of this type. This was true in 3 of the 
cases reported by Mayo and Blount, 15 of those 
reported by Boyden and 25 per cent of the cases 
with palpable masses reported by Pemberton, 
Black and Maino. Intensive preoperative chemo- 
therapy in no way resulted in abatement of the 
inflammatory process in this patient. This pa- 
tient’s course would probably have been smooth- 
er had operation been carried out earlier. The 
old idea of letting things quiet down was ad- 
hered to and resulted in extension of the process. 


Case 3—Subacute perforation of sigmoid diverticu- 
lum with abscess formation. A 68-year-old woman was 
admitted to the hospital with a one week history of 
vague abdominal cramps, anorexia and constipation. 
The past history revealed that she had suffered from 
severe rheumatoid arthritis and that she had at various 
times had an appendectomy, an hysterectomy and a 
thyroidectomy. Examination revealed an emaciated lit- 
tle woman whose temperature was rer° F., pulse rate 
100. There was slight abdominal distention and tym- 
pany. Hyperperistalsis was noted on auscultation. There 
was an old, low midline scar and slight, diffuse lower 
abdominal tenderness. A large, fixed pelvic mass was 
present. Leukocyte count was 13,300; erythrocyte 
count 3,980,000; hemoglobin 76.3 per cent. Urinalysis 
revealed a trace of albumin and 40 to 50 white blood 
cells per high power field. Roentgenologic examination 
of the colon, after administration of a barium enema, 
revealed the presence of a pelvic tumor compressing 
the proximal sigmoid. The clinical impression was 
ovarian carcinoma or perforating diverticulitis of the 
sigmoid. 

Three days after admission the patient underwent 
operation. A low midline incision was made, excising 
the old scar. The colon and small bowel were found 
to be moderately distended. There was a large pelvic 
abscess arising from the sigmoid. The bladder and the 
ileum were adherent to this mass. It was opened and 


about 200 cc. of creamy pus was evacuated. A Penr 
drain was left in the cavity. A transversostomy w < 
established through a stab wound and the abdom.» 
was closed. The afternoon of surgery the patient had , 
chill and her temperature rose to 103° F. She develop: 4 
moderate ileus and transnasal intestinal intubation w.s 
carried out. Her temperature gradually subsided ani 
it was possible to remove the intestinal tube on the 
twelfth postoperative day. She left the hospital on the 
twenty-seventh postoperative day. 

Eleven months later she returned for resection of 
the diseased sigmoid. A low midline incision was made; 
the sigmoid was found to be still inflamed and several 
small abscesses were present. The diseased segment 
was removed and a primary end-to-end anastomosis 
was carried out. The transversostomy was closed at the 
same time by excision and an end-to-end anastomosis. 

Pathologic report—Stenosis of sigmoid colon due to 
diverticulitis. 

Postoperatively there was considerable nausea and 
retching in spite of the presence of a stomach tube 
and she developed a small incisional hernia. Aside 
from this, her postoperative course was uneventful and 
she left the hospital on the twelfth postoperative day. 


Comment—Bacon and Sherman emphasized 
the diagnostic confusion to which sigmoid diver- 
ticulitis gives rise in women in whom a pelvic 
mass is often mistaken for adnexal disease, par- 
ticularly if bowel symptoms are minimal. One 
usually thinks of diverticulitis as a chronic dis- 
ease with recurrent bouts of left lower quadrant 
pain due to inflammatory exacerbations, but one 
must remember that an acute flareup may be 
the first overt manifestation of the disease. The 
development of obstruction or a perforation with 
abscess or fistula formation may be dramatic in 
its onset in a previously healthy person. One 
must bear diverticulitis in mind in all patients 
presenting a pelvic mass or in whom any of the 
complications noted occur. 


Case 4—Acute perforation of a carcinoma of the 
rectum with peritonitis. A 65-year-old male physician 
noted progressive constipation and passage of blood 
and mucus per rectum for the year preceding admis- 
sion to the hospital. Twenty-four hours before admis- 
sion he was seized with violent abdominal pains and 
began to vomit. His past history revealed that he had 
had previous treatment for coronary sclerosis and oc- 
clusion. 

Examination revealed a critically ill man. His tem- 
perature was 98.4° F., pulse rate 68 and respiratory 
rate 16. His blood pressure was 160/90. There was 
generalized abdominal rigidity and the abdomen was 
silent to auscultation. Rectal examination revealed the 
presence of an annular carcinoma beginning at 7 to 8 
cm. above the anal sphincter. Leukocyte count was 
28,250; erythrocyte count 4,200,000; hemoglobin 83 
per cent. Urinalysis revealed the presence of acetone 
1+ and 4 or § white blood corpuscles per high power 
field. A flat plate of the abdomen was not remarkable. 


were: 
a 
j 
a 
a 


Perforation of the Intestine Without External Trauma: Schlicke 225 


The patient was given intravenous fluids and taken 
to the operating room. An oblique, left lower quad- 
rant incision was made. Free pus and feces were en- 
countered on opening the peritoneum. Generalized 
peritonitis was present. Aortic nodes were prominent. 
A large, fixed rectal carcinoma was present extending 
to just above the peritoneal reflexion and a large, free 
perforation was noted on its anterior wall. A sigmoid 
joop colostomy was established and a drain placed 
down to the cul-de-sac. His immediate postoperative 
condition was good, but five hours later he went into 
sudden vasomotor collapse and expired. A postmortem 
examination confirmed the presence of a large rectal 
adenocarcinoma with a free perforation 2.5 cm. in 
diameter and general peritonitis. 


Comment—This case presented no diagnostic 
problem after a rectal examination had been 
made. It serves as an example that an acute per- 
foration with peritonitis may be a complication 
even of rectal lesions and that to be successful, 
operative intervention must be prompt. 


Case 5—Acute perforation of the ileum due to for- 
eign body with general peritonitis. A 51-year-old wom- 
an was admitted to the hospital complaining of severe 
abdominal pain which began 24 hours previously while 
the patient was eating. The past history revealed that 
she had had an appendectomy and two operations for 
release of adhesions. Examination revealed a sick-look- 
ing woman whose temperature was 100° F., pulse rate 
110. The entire lower abdomen below the level of the 
umbilicus was rigid and extremely tender. Leukocyte 
count was 18,950; erythrocyte count 4,540,000; hemo- 
globin 97 per cent. A catheterized urine specimen con- 
tained 5 to 8 white blood cells and an occasional red 
blood cell per high power field. The diagnosis was 
spreading peritonitis, cause undetermined, probably 
due to gangrene and/or perforation of a hollow viscus. 

Supportive therapy was administered and she was 
taken to the operating room. The abdomen was open- 
ed through a low midline incision. Cloudy fluid escaped 
when the peritoneum was incised and serosal injection 
characteristic of spreading peritonitis was present. Two 
perforations were found in a loop of mid-ileum. These 
had been produced by a toothpick which had been un- 
able to negotiate a sharp kink in the bowel produced 
by adhesions and which was protruding from one of 
the perforations. The toothpick was removed and the 
perforations inverted and closed with interrupted cot- 
ton sutures. Transnasal intestinal intubation was car- 
ried out following the operation. Her temperature rose 
to 102.8° F. on the first postoperative day and gradu- 
ally subsided. The intestinal tube was removed on the 
fifth postoperative day and the patient left the hospital 
on the fifteenth day with the wound well healed. 

The patient, who was under spinal anesthesia at the 
time of the operation, heard the exclamations of sur- 
prise when the toothpick was found. She maintained 
that this was impossible since she was edentulous and 
did not use toothpicks. She eventually recalled that 
two days previously she had eaten a piece of birthday 
cake, the layers of which were held together with a 
toothpick. 


FIGURE 2 (Case 6). Roentgenogram after administra- 
tion of barium enema, showing obstructing lesion in 
transverse limb of the splenic flexure, and gastrocolic 
fistula. 


Comment—it is well known that people with 
dentures frequently ingest foreign bodies with- 
out being aware of it. Pulpy or hairy substances 
may accumulate in the stomach to produce 
bezoars. If they pass from the stomach, they 
usually negotiate the small bowel without dif- 
ficulty. Occasionally the ileocecal valve or the 
flexures of the colon (McGlennen), because of 
their fixation, present obstacles, but according 
to Cahill, the rectosigmoid or rectum above the 
sphincter is the usual site of perforation. 

That rectal perforation does not occur more 
often is due in part to the protection afforded 
by the fecal contents of the bowel. An object 
such as a toothpick ordinarily can easily traverse 
the entire gastrointestinal tract unless it happens 
to lodge transversely above the sphincter. Be- 
cause of the usual mobility of the small bowel, it 
is most unusual for it to be the site of perfora- 
tion, but in the case under discussion the itin- 
erary of the toothpick was interrupted at the 
sharp angulation produced by the adhesion of a 
loop of ileum to the old operative scar. In cases 
of this type where there is no underlying disease 
of the bowel, resection is unnecessary and clos- 
ure of the perforation is all that is required. 
The problem is quite different from the path- 


4 
é - 
4 $ 
4 
f 
~ 4 


226 Postgraduate Medicine 


FicuRE 3 (Case 6). Diagrams showing approximate size and location of tumor and operative procedure which 


was carried out. 


ologic perforations which are described in the 
previous cases. 


Case 6—Chronic perforation due to carcinoma of the 
transverse colon with gastrocolic fistula. A 58-year-old 
white man became costive 10 days before admission. 
A day or so later he began to have pains in the right 
lower quadrant of the abdomen. Four days before ad- 
mission he began to vomit stercoraceous material. On 
the day of admission he consulted his local physician 
thinking he might have “a touch of appendicitis.” 
The physician thought he might have an obstructive 
lesion of the colon. He administered a barium enema 
which to everyone’s astonishment the patient promptly 
vomited. Figure 2 is a reproduction of the roentgen- 
ogram obtained at that time. The patient was then 
transferred to our care. 

His past history revealed that he had been treated 
for a peptic ulcer 20 years previously. He had lost 10 
pounds during his present illness. Examination reveal- 
ed a well-developed man in no apparent distress. His 
temperature was 97° F., his pulse rate 80, blood pres- 
sure 90/60. His breath was foul and he appeared a 
little dehydrated. There was some evidence of recent 
weight loss. The abdomen was scaphoid; no masses 
were felt. A study of the previously mentioned x-ray 
plate revealed an obstructing lesion of the transverse 
limb of the splenic flexure with a fistula into the 
stomach. The stomach filled well and the barium pass- 
ed through the duodenum into the small bowel. Hemo- 
globin was 89.2 per cent; erythrocyte count 4,350,000; 
leukocyte count 8,900. 

After four days of preparation the patient’s ab- 
dominal cavity was explored through a left upper 
rectus incision. The liver was normal. A grapefruit- 


sized mass was present in the transverse limb of the 
splenic flexure. This had invaded the posterior and 
inferior aspects of the stomach, but was otherwise freely 
movable except for slight inflammatory attachment to 
the pancreas. Block resection of the transverse colon, 
splenic flexure, omentum, mesocolon and three fourths 
of the stomach was carried out. The duodenal stump, 
on which the scar of an old ulcer was present, was 
closed. An end-to-end colocolostomy and an anterior 
Polya gastrojejunostomy were employed to re-establish 
gastrointestinal continuity. The size and location of the 
growth and the operative procedure are indicated in 
Figure 3. 

Pathologic report—Adenocarcinoma of the trans. 
verse colon with extension to stomach and gastrocolic 
fistula. Numerous enlarged nodes present in the meso- 
colon and gastrocolic omentum show no evidence of 
metastatic carcinoma. 

The patient was out of bed on the day following 
surgery. His maximum temperature was 100.2° F. per 
rectum. A stomach tube was left in place for two days. 
After this feedings were started. The patient began to 
pass gas on the fourth postoperative day and his bowels 
moved on the fifth. He left the hospital on the ninth 
postoperative day with the wound well healed; he was 
able to consume a fairly liberal diet. 


Comment—This case is of interest in that al- 
most the first symptom of a huge carcinoma of 
the transverse colon was dependent upon the 
development of a fistula communicating with 
the stomach. It also seems remarkable that a 
growth could attain this size and degree of ex- 
tension and still be resectable with the only 
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Figure 4 (Case 6). Photograph of specimen removed at 
operation, viewed from colon side. Arrow points to 
perforation. 


region of malignant invasion being the wall of 
the stomach, and as the liver and lymph nodes 
showed no evidence of involvement a reason- 
ably good prognosis should be entertained. 
Most gastrocolic fistulas are postoperative, re- 
sulting from perforation of a gastrojejunal ulcer 
at the site of a gastroenterostomy. Patients in 
whom this has occurred are usually greatly de- 
bilitated when first seen and often much time 
is required to prepare them for surgery. Opera- 
tive mortality has been high and the stage 
procedures generally are considered advisable. 
Barber and Madden reported excellent results 
performing a preliminary ascending loop colos- 
tomy and 6 to 10 weeks later disconnecting 
the gastrojejunocolic fistula. At this stage either 
simple restoration of gastrointestinal continuity 
or subtotal gastrectomy was performed, the 
colonic stoma being closed three to four weeks 
later. In those cases in which they performed 
simple restoration of continuity, gastric resec- 
tion subsequently was required because of re- 
activation of the original duodenal ulcer. Faxon 
and Schock described the use of transthoracic 
vagotomy as part of the definitive treatment of 
this condition. In the present case we were fortu- 
nate to have a patient in good condition with 
symptoms of short duration which made it pos- 


FIGURE 5 (Case 6). Photograph of specimens removed 
at operation, viewed from stomach side. Arrow points 
to perforation. 


sible to carry out the operative procedure in one 
stage and accounted for his uneventful con- 
valescence. 


Case 7—Postirradiation sigmoiditis with perforation 
and ileosigmoidal fistula. A 63-year-old white woman 
received intensive radium and x-ray therapy for a stage 
3 squamous cell carcinoma of the cervix. Six weeks 
following the last treatment she began having severe 
abdominal cramps and tenesmus. Examination revealed 
a mass in the left lower quadrant of the abdomen 
and induration of the rectosigmoid region. Procto- 
scopic examination revealed marked factitial proctitis 
starting 11 cm. above the dentate margin. Two months 
later roentgenologic studies conducted after admin- 
istration of a barium meal revealed partial low small 
bowel obstruction and constriction of the lower sig- 
moid. It was almost two weeks before all the barium 
was evacuated from the colon. 

During the next two months the patient lost 20 
pounds and developed increasing obstipation. There 
was much cramping and occasional nausea. Roent- 
genologic examination during this time showed much 
gas in the colon and large scybalous masses were 
palpable. Then suddenly she developed profuse watery 
diarrhea, passing 10 to 15 liquid stools daily. Roent- 
genograms made at this time after administration of a 
barium enema showed an extensive filling defect in 
the sigmoid. The barium then passed through a short 
fistula and entered the ileum and cecum. None passed 
through the sigmoid (Figure 6). Following this there 
was less abdominal pain and cramping. The abdomen 
was soft, except for the accumulated scybalous masses 
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in the isolated portions of the colon. During the fol- 
lowing six months the diarrhea gradually decreased to 
four or five stools daily and at the end of a year it was 
demonstrated that the intestinal contents were again 
passing through the formerly obstructed sigmoid as 
well as the fistula. Her general condition had improved 
greatly and some of the lost weight had been regained. 


Comment—In contrast to the catastrophic ef- 
fects of perforations in the previous cases, in 
this instance the development of a fistula was 
virtually life-saving. Increasing stenosis of the 
sigmoid due to irradiation reaction had reached 
the point where surgical intervention soon 
would have been required to relieve obstruction, 
which would have entailed great risk in a pa- 
tient undergoing rapid debilitation. As a result 
of the inflammatory process present, a fistula 
developed between the sigmoid and terminal 
ileum, resulting in spontaneous decompression 
of the obstructed colon. To be sure, a certain 
amount of scybalous material accumulated in 
the excluded colon, but this did no harm and 
the opening in the small bowel was low enough 
so that there was never excessive loss of fluid 
or electrolytes. It is not unreasonable to suppose 
that as the inflammatory reaction subsides and 
the sigmoid reopens, the fistula may close by 
itself. 


DISCUSSION 


er of the bowel may present prob- 
lems of great complexity. The diagnosis often 
is far from easy. When the perforation is acute 
there is no time for the roentgenologic studies 
which have made the diagnosis of many bowel 
lesions an exact science. In subacute or chronic 
perforation the parts may be so distorted that 
accurate interpretation of roentgenograms is dif- 
ficult and we may not obtain the help we had 
hoped for in determining the exact nature of 
the disease process present. Adnexal disease, 
appendicitis, tumors and diverticulitis all may 
produce similar findings. Because of lack of 
proper conception of the problem or urgency, 
the routine preparations which have added so 
much to the safety of elective surgery of the 
bowel are seldom carried out. The actual opera- 
tion often finds both the surgeon and the patient 
unprepared for what must be done. 

When perforation is due to a foreign body, 
the foreign body can be removed and the per- 
foration closed. When perforation is due to a 
tumor or some disease process such as diver- 
ticulitis, closure or patching of the hole hardly 
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FIGURE 6 (Case 7). Roentgenogram of abdomen after 
administration of barium enema, showing obstruction 
of sigmoid and ileosigmoidal fistula. 


seems feasible as the tissues do not lend them- 
selves to suture and one leaves the underlying 
disease behind. Accordingly, if a mobile portion 
of the colon is involved, it adds little to the 
operation to exteriorize the diseased loop and 
remove it after application of a 3-bladed clamp. 
If obstruction is present, the proximal loop may 
be catheterized and, if not, it may be opened 
later. If an immobile portion is affected, as in 
some region such as the rectosigmoid, extensive 
dissection is not justifiable so here one must re- 
sort to patching or drainage alone and diversion 
of the fecal stream by proximal colostomy. Intra- 
thecal anesthesia is usually the anesthetic agent 
of choice in these cases. 

There have been many striking changes in 
our management of patients having carcinoma 
of the bowel in the past decade. Surgery is more 
radical, but safer. Resectability and cures are in- 
creased. Morbidity and length of hospital stay 
are reduced by the trend away from stage pro- 
cedures. The same adjuncts to surgery which 
have made these changes possible in tumor sur- 
gery are available for other disorders. Preopera- 
tive preparation is only one such adjunct and 
its lack should not make us adhere to obsolete 
concepts in the management of perforation of 
the bowel. In some cases it may be possible to 
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do everything at once; in others a staged pro- 
cedure may be required, but in any event the 
number of stages and the interval between them 
can be held to a minimum. Occasionally no 
operation is necessary. 

Since these cases are seldom adequately pre- 
pared, the greatest emphasis should be placed on 
postoperative management. It is here we must 
attempt to make up for what has not been done 
before operation. We are dealing with seriously 
ill patients with severe infections. Oxygen is a 
valuable adjunct for the first 24 hours. An in- 
lying stomach or intestinal tube should be used 
to prevent pressure on suture lines or as prophy- 
laxis against excessive distention in the ileus 
which inevitably follows. The value of chemo- 
therapeutic agents and antibiotics in the perito- 
neum before closure may be open to question, 
but these substances are of prime importance 
postoperatively. Recently we have relied largely 
on daily doses of crysticiLLin® intramuscularly 
and intravenous aureomycin at six hour inter- 
vals. Blood transfusions are given during the 


operation for support and afterward as needed 
for nourishment and to combat anemia and 
infection. Fluid and electrolyte balance must be 
scrupulously maintained. Early ambulation is 
practiced as soon as it seems that infectious proc- 
esses are under control. 


SUMMARY 


1. Seven cases of perforation of the intestine 
without external trauma have been presented. 
These included 4 cases of acute perforation with 
peritonitis, 1 case of subacute perforation with 
abscess formation and 2 cases of chronic perfora- 
tion with fistulas having uncommon conse- 
quences. 

2. The difficulties attending correct diagnosis 
are emphasized. 

3. The accepted forms of treatment are recon- 
sidered in the light of recent changes in the con- 
ception of the surgical management of diseases 
of the bowel in general and carcinoma of the 
bowel in particular. 
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Interstate Postgraduate Medical Association 
Annual Assembly, St. Louis, October 22-25. Managing 
Director, Dr. Arthur G. Sullivan, 500 Gay Building, 
Madison 3, Wisconsin. 


American Association for the Advancement of Science 

The 118th annual meeting, Philadelphia, December 26- 

31, will include programs of all 18 of the Associa- 

tion’s sections and about 45 participating societies. 
Sectional programs include the following: 

AAAS Subsection Nm-Medicine—4 session sym- 
posium on abnormalities of lipid metabolism, 
December 29-30. 

AAAS Subsection Nd-Dentistry—3 sessions includ- 
ing a symposium on fluoridation as a public 
health measure, December 28-29. 

Programs of societies include the following: 

Oak Ridge Institute of Nuclear Studies—2 session 

symposium on radioisotopes in medicine, lunch- 


con, December 28; series of lectures December 
27 or 29. 

American Microscopical Society—3 sessions, De- 
cember 27-29, including a symposium on micro- 
scopy. 

Society for Research in Child Development and 
AAAS Section N—4 sessions including a sym- 
posium, Biochemistry of Nutrition in Human 
Growth, December 27. 


Association of Military Surgeons of the United States 
58th annual convention, at the Palmer House, Chicago, 
October 8-10. 


American College of 
The 37th annual clinical congress, San Francisco, No- 
vember 5-9. Dr. Emile Holman is chairman of the 
San Francisco Committee on Arrangements. Head- 
quarters are at 40 East Erie Street, Chicago. 


Skin Lesions and Central 
Nervous System Diseases 


HANS H. F. REESE* 


UNIVERSITY OF WISCONSIN MEDICAL SCHOOL, MADISON 


The recognition of skin lesions is very important and at once projects 


the physician's diagnostic interest from an apparent surface disability into 
a much more profound, complex and continuously progressing hopeless 
illness. In most instances colored illustrations have documented the cor- 


herited the adage, “Look, examine, and 
study your patient, then deduce carefully 
the diagnostic tests necessary before an analysis 
of your findings is made and before you formu- 
late the treatment program.” The patient as 
a coordinated physical and psychologic unit 
should always have our consideration and care. 
These postulates for clinical investigation find 
a true confirmation in the understanding of 
congenital anomalies occurring concurrently in 
the skin, in the nervous system and in the 
retina, being associated in many instances with 
epilepsy or mental defectiveness. These con- 
genital, often heredofamilial neurocutaneous 
syndromes, also classified as ectodermoses or 
neurodermal dysplasias, include the neurofibro- 
matosis of von Recklinghausen, the angioma or 
hemangioblastoma of von Hippel, Lindau and 
Sturge-Weber-Dimitri, the tuberous sclerosis of 
Bourneville and the melanosis of Virchow. The 
recognition of the frequently overlapping varia- 
tions of these four major types presents pleo- 
morphic ectoblastic clinical syndromes and taxes 
our clinical alertness. 
The physiochemical dependency of the skin 
upon the nervous system is well known. Never- 
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related skin and central nervous system involvement as described here. 
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theless, let us refresh our memory with the cor- 
relations of skin and central nervous system 
from a morphologic and from a pathophysio- 
logic point of view. With the formation of the 
neural tube, the primitive ectoderm is divided 
morphologically into two parts—central nervous 
system and skin—remaining, however, inti- 
mately connected by the sensory nerves with 
their terminals, thus rendering the skin with its 
hair, glands, muscles and vessels the important 
receiver and protector for all kinds of external 
stimuli. In turn, the skin under the influence 
of the vegetative nervous system becomes more 
and more a vital functional organ. 

Contributions from anatomico-physiologic, 
from dermato-endocrinologic and from clinical 
investigators have defined the important func- 
tions and alterations of the skin in health and 
disease, in life stress and bodily defense, and 
have clearly established that fluctuations in the 
homeostasis are reflected in skin changes. The 
skin is the cutaneous mirror of the endocrine 
system and as such is an important vital surface 
structure. Thus what can be seen in the skin 
by the discerning eye in many instances will 
direct investigation to hidden organic disorders. 
Here I refer to such changes as coloration, pig- 
mentation, sweating, tumor formation, indura- 
tions, atrophies and trophic or vasomotor re- 
flexogenic alterations of the skin. 
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The common developmental origin of skin 
and central nervous system from the ectoderm 
makes it easier to understand clinical symptoms 
and signs from these two correlated complex 
tissues. Infections, intoxication and nutritional 
deficiencies can produce severe acute or chronic 
dermatitis with neuritis, encephalitis, myelitis 
or psychosis. 

Disorders of the skin and its ectodermal ap- 
pendages, such as hair, nails, sebaceous and 
sweat glands, are commonly primary diseases 
from many exogenous causes and as such very 
rarely affect the central nervous system or leave 
organic residuals. 

Their psychologic effect is important, since 
often such skin disorders upset patients and at 
times result in severe depressions leading to in- 
trospective, asocial personality disorders, espe- 
cially in adolescents. Commonly the skin lesions 
which are secondary manifestations of manifold 
neuro-endocrine causes must be evaluated from 
a constitutional hereditary predisposition. Here, 
however, the vasomotor nervous system plays 
the important role, producing itching, edema, 
pain, malaise with irritative moods, depressions 
and even delirium. 


or skin and central nervous system often 
have similar affinity for the same noxious 
agent, producing, however, variable intensive 
symptoms or signs in either tissue. This patho- 
klisis depends, again, upon the patient’s disposi- 
tional tendency, which is called idiosyncrasy, 
allergy or vasoneurosis, and reflects upon a 
labile autonomic nervous or endocrine system. 
In the acute phases, lead, mercury, bismuth, 
manganese, arsenicals and bromides produce 
prominent symptoms in the peripheral and cen- 
tral nervous systems, whereas, in prolonged in- 
toxication phases, skin changes (hyperkeratoses, 
erythema, pigmentation) are more striking. 
The vasomotor trophic skin disorders such as 
are seen with Raynaud’s disease, erythromelal- 
gia, scleroderma and Quincke’s edema are pre- 
dominantly of neurogenic—that is, autonomic 
(sympathetic) and endocrine—origin, so that 
these secondary skin alterations may be regard- 
ed as chronic alarm reactions due to defective 
integration of the neurodermal functions. 
Pictures presenting malformations of the 
scalp show a thickened scalp skin which is 
folded with a gyroid tendency imitating the 
sulci and gyri of a brain (Figure 1). It is a 
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pachydermal scalp or a cutis verticis gyrata. 
Such folding variations of the scalp are seen in 
microcephalic idiots or severe epileptics, but 
should be considered related to acromegaly, to 
neurofibromatosis, to leukemic or leproid in- 
filtration and sometimes only to a chronic hyper- 
plastic dermatitis of the scalp. 

In progressive facial hemiatrophy the entire 
right facies is atrophic, involving all the tissues, 
and includes a glossy, dry skin. Migraine and 
epilepsy are commonly additional complaints. 
Disorder of the sympathetic nervous system in 
these instances is due to a traumatic cervical 
injury. 

An example of an allergic sign or symptom 
is the angioneurotic edema of Quincke. In one 
case, the tropho-edema of the left hand had 
pemphigus-like blebs, whereas the fingers simu- 
lated Raynaud’s cyanosis. In some cases a typi- 
cal facial herpes zoster is associated with a 
severe infection of the central nervous system in 
the form of meningo-encephalitis. 

The four neurocutaneous syndromes to which 
our attention is especially directed are neuro- 
fibromatosis, angiomatosis, tuberous sclerosis 
and melanosis. All four conditions are the result 
of an early congenital maldevelopment bearing 
electively on the organs of ectodermal deriva- 
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tion—that is, skin, central nervous system and 
retina (ectotropism)—which are often compli- 
cated by marked vascular malformations. 

Blood vessels, however, are of mesodermal 
origin; therefore, an intimate relationship exists 
between the abnormal proliferation of ecto- 
dermal and mesodermal tissues in these four 
clinicopathologic anomalies. The clinical symp- 
tomatology and the focal pathology of these 
congenital neuro-angiodermatoses depend not 
alone on a faulty embryologic organization, but 
additionally on innate tendencies to true tumor 
formations, which commonly complicate and 
aggravate the syndromes. 

Disfiguring moles or blemishes are frequent- 
ly arranged in dermatomeric and neuromeric 
symmetry, often corresponding to the regional 
distribution of trigeminal, truncal or other 
peripheral nerves. Unfortunately they are not 
only cosmetic flaws or stigmata which cause 
embarrassment and anxiety; their real impor- 
tance lies in their overt reference to disorders in 
the physical and neuropsychiatric spheres, since 
nevi, polyps and pigmented moles will mirror 
externally the blastomatous etiology of a variety 
of severe neurologic and psychiatric disturbances 
including epilepsies. 

The best known of the malformations arising 
from ectodermal and mesodermal anlage is von 
Recklinghausen’s disease (Figure 2), in which 
occur (1) numerous pedunculated or sessile 
polyps, (2) doughy or firm skin lesions (mol- 
luscum fibrosum) with café au lait or pigment- 
ed nevi, (3) hard, pea-sized or larger subdermal 
tumors, and (4) solitary or plexiform neo- 
plasms (developed from the terminal peripheral 
nerve sheaths or, with more serious implica- 
tions, from the intracranial or intraspinal men- 
ingeal sheaths of nerves). 

These neurofibromas, neurinomas or perineu- 
ral fibroblastomas may be single or multiple. 
A classic representation is the acoustic or cere- 
bropontine angle tumor with its early unilateral 
cochleo-vestibular symptoms, followed by inco- 
ordination, ataxia, headaches, vomiting, choked 
disks, impairment of facial, trigeminal or adja- 
cent nerves, with medullary compression signs 
and with cerebellar seizures. Ten per cent of 
optic nerve tumors (the F. A. Davis glioma) 
are associated with various skin lesions or with 
neurofibromatosis of the peripheral nerves, 
thereby being related closely to the von Reck- 
linghausen complex. Optic glioma, neurosar- 
coma and encephalic glioma are like neuro- 


fibroma or angioma, often like an ectomeso- 
dermal dysplasia—differing, however, in the 
evolution or differentiation of the primitive 
ectoderm (glia) and of the mesoderm (blood 
vessels). Naturally, due to their particular local- 
ization in the central nervous system, different 
clinical symptoms and signs are encountered. 

The complex pathology of von Recklinghau- 
sen’s disease suggests that it originates in em- 
bryonal rests of epithelial cells lining the neural 
tube and from cells of the neural crests. It is a 
primary ectodermal abnormality, in which sec- 
ondary mesodermal hyperplasias complicate the 
clinicopathologic syndrome. 

The illustrations show the various skin 
tumors, large café au lait spots and nerve 
tumors, the latter giving rise to bilateral wrist- 
drop or to garland-like plexiform tumor forma- 
tions at the nose, mouth and upper eyelids. 

The von Recklinghausen tumors located at 
the nipples (Figure 3) have a tendency to car- 
cinomatous alteration and often cause “wet” 
irritations of the breasts. 

When associated with neurofibroma (multi- 
ple tumors in legs or arms), extreme local 
tropho-edema (Figure 4) (not caused by cardio- 
vascular-renal disorder) is a not too common 
finding in von Recklinghausen’s disorders. 


E extend our discussion from von Reck- 

linghausen disorders to angiomatosis of 
the brain with vascular nevi of the face or body, 
especially the frequency of these in the course of 
the trifacial nerves. These congenital vascular 
anomalies, affecting both the skin and the nerv- 
ous system in intimate relationship to the skin 
or nerve segments of the ectoderm and to the 
distribution of sympathetic vasomotor nerves, 
present complex clinical syndromes carrying 
the names of many physicians such as von Hip- 
pel, Lindau, Weber, Sturge, Cushing and Perci- 
val Bailey. 

Skin angiomas are commonly located at the 
nape of the neck or on the face, less often on 
the extremities and the trunk. The port-wine 
nevi occur on the face but may be diffused over 
the body. Angiomas are present at birth, having 
developed about the third embryonic month; 
they grow during the first and second year of 
infancy, but rarely in adults unless neoplas- 
tically converted to angioblastoma. 

Extensive port-wine facial nevi with a wide- 
spread trigeminal distribution are associated 
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Figure 1. E. J., 57 years of age. Diagnosis: Involutional melancholia, idiopathic. Pachydermal scalp—cutis verticis 
gyrata. 


Figure 2. Von Recklinghausen’s disease. Note skin tumors (A), molluscum fibrosum (B), café au lait spots (C). 
(From Ormsby and Montgomery: Diseases of the Skin. Ed. 7. Lea & Febiger, Philadelphia, 1948.) 


Figure 3. Von Recklinghausen tumor located at nipple. 
FIGURE 4. Extreme local tropho-edema associated with neurofibroma. 


FicureE 5. Early retinal angioma of von Hippel type. Note the “corkscrew” engorged vessels near the circular, large 
arteriovenous angioma. 
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FicuRE 6 (left) and Ficure 7 (right). Lateral and anteroposterior roentgenograms of the skull. Patient, H. H., 28 
years of age, had frequent diffuse headaches—no localization. Developed severe agitation with headaches. Oper- 
ated by Dr. E. Schmidt, Wisconsin General Hospital. Pathology: Cortical layer calcification as seen in Sturge- 


Weber-Dimitri’s tvpe of angiomatosis. 


with intra-ocular and intracranial hyperplastic 
vascular abnormalities, either retinally (Figure 
5) or as venous engorgement in the meninges 
of the spinal cord and the brain, often imitating 
gyriform calcifying convoluted vessels (Figures 
6 and 7). The variety of the encephalo-trigem- 
inal or neurocutaneous angiomatosis of the 
Sturge-Weber type (Figure 8) is manifested by 
visual defects and contralateral hemiplegias, 
migraine, epilepsy and often by mental deficien- 
cy. X-rays of the skull may reveal, ipsilateral to 
the nevus, characteristic calcium deposition in 
the second and third layers of the cortex or in 
the basal ganglia, which occurs only at or after 
puberty. 

From these angiomatous malformations we 
must differentiate the neoplastic, often cystic, 
hemangioblastomas, which have a predilection 
for the cerebellum and which are often of 
familial occurrence. The easily detected retinal 
hemangiomatosis of von Hippel’s neuro-ocular 
syndrome is complicated, in 20 to 25 per cent 
of cases, by cerebellar cysts with a primary 
mural hemangioblastic tumor, by medullary or 
brain-stem hemangioma or by cystic vascular 
tumors of the central spinal cord (syringo- 
myelia) or its meninges. 

Cerebellar cyst with a vascular nodule is 
Lindau’s disease. Its clinical syndrome depends 


upon the location, size and extension in the 
cerebellum or in the roof of the fourth ven- 
tricle. Surgery with extirpation of the cyst and 
tumor, preceded or followed by radiation, offers 
excellent results. The disturbances in the meso- 
dermal anlage may be quite diffuse, since Lin- 
dau’s disease is associated with additional cysts 
and hemangioma in the pancreas, kidneys, liver 
and lungs. Analogies with von Recklinghausen’s 
disease are common. The cutaneous and retinal 
vascular nevi with café au lait spots, when asso- 
ciated with progressive visual failure, unilateral 
exophthalmos, hemiatrophy or dyscoordination 
and epileptic seizures, are alarming symptoms 
of a neurocutaneous hemangioblastomatosis. 
The probability of malignant gliomatous altera- 
tions of a benign angioblastic “tumor” should 
be kept in mind. 

The therapeutic regimen for cutaneous an- 
gioma must be discussed with the radiologist, 
since excellent results are obtained by radium 
plaques, radon bomb or deep x-rays. The vari- 
ous cerebro-cerebello-spinal types of heman- 
gioma are very difficult surgical problems; some 
benefit from x-ray therapy, some from neuro- 
surgical extirpation, whereas the accompanying 
epilepsy responds to anticonvulsive drugs. 

Tuberous sclerosis, epiloia and Bourneville’s 
or Pringle’s disease is a typical familial neuro- 
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ricurE 8. This 53 year old woman suffer- 
ed from migraine, then epilepsy, without 
localizing signs except for left glaucomat- 
ous exophthalmos. X-rays revealed calci- 
fication in the left temporal lobe. (Cour- 
tesy Dr. R. Wartenberg, University of 
California.) 


FigurE 9. The butterfly type of adeno- 
sebaceous acne which is characteristic of 
tuberous sclerosis. 


Figure 10. Lateral skull x-ray of W. F., 
showing numerous sclerotic plaques, espe- 
cially in the parietal area. 


FIGURE 11. Posteroanterior pneumoenceph- 
alogram of R. O. (1945). Large intra- 
ventricular tubers causing internal hydro- 
cephalus by compression of the foramen 
interventriculare (foramen of Monro). 


FIGURE 12. Facial melanoma with malignant carcinomatous transformation. (Courtesy of Dr. F. Mohs, University 
of Wisconsin.) 
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cutaneous syndrome. Its clinical triad, (1) 
sebaceous, warty adenoma symmetrically dif- 
fused in butterfly fashion over the nose and 
cheeks (Figure 9); (2) epileptic seizures and 
(3) mental deficiency, is present in childhood 
and increases greatly at puberty. Associated with 
this triad are other malformations such as 
spina bifida, cleft palate, polyps or nevi of the 
skin and retina, polydactyly and microcephaly, 
just as such developmental discrepancies are 
present in the von Recklinghausen syndrome. 

The pathologic alterations in the central nerv- 
ous system are macroscopically hard nodules 
varying in size, scattered over the hemispheres 
(Figure 10) interspersed with glial, angiomatous 
tumors of the choroid plexus protruding in the 
ventricles (Figure 11). Microscopically the tu- 
mors consist of undifferentiated glia cells—a 
spongioblastosis, with destruction of the nerve 
cells centrally. If the diffuse gliosis severely af- 
fects the subependymal layers of the ventricles, 
hydrocephalus is a common finding. The trac- 
ings of the electroencephalograms are not spe- 
cific, but resemble those of the epileptic patterns. 

Anticonvulsive drugs control the seizures 
quite well. The neoplastic tubers respond to 
x-ray therapy (150 r, six treatments). 


CLINICAL discussion of skin lesions with 
tumorous complications in the nervous sys- 

tem would be incomplete without a brief refer- 
ence to the term, “cerebro-cutaneous melanosis,” 
which Virchow described in 1895. Pigment- 
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containing cells of the pia-arachnoid, the mela:)- 
ophores, may produce melanoblastic tumors 
which are associated with distinct melanotic 
skin nevi. These tumors are more common in 
adults. The nevi are of variable size, often 
larger than the nevi in the three disorders \- 
ready discussed, but they are blackish, more ir- 
regular, granular and hairy. 

Primary melanoblastosis of the meninges pro- 
duces a meningitis-like clinical picture with 
early obstructive hydrocephalus; however, the 
cortical involvement and the progressive inva- 
sion along the perivascular spaces, with tumor 
formation, contribute to a variety of intracranial 
disorders. The “benign” melanotic nevi may 
grow to annoying and embarrassing sizes and 
are treated by radium or by radiation. Why not 
excise? Because a benign melanin-containing 
tumor may be activated into a malignant 
growth—usually two years after the excision— 
and thus produce a fulminating, metastasizing, 
fatal melanosis (Figure 12)—a clinical picture 
of meningeal melanosarcomatosis. 

In conclusion, I wish to call your attention to 
the close relationship between skin, retina and 
central nervous system. In the presence of vari- 
ous skin lesions associated with neurologic com- 
plaints or findings—whether they be headaches, 
migraine, neuralgia, seizures or intracranial 
pressure symptoms—investigate carefully and 
consider the possibilities of neurocutaneous syn- 
dromes such as von Recklinghausen’s disease, 
angiomatosis, tuberous sclerosis or melanosis 
with their tendency to tumor transformation. 


An annual prize award of $250 is being offered by the American College of Chest 
Physicians for the best original contribution, preferably by a young investigator, on any 
phase relating to chest disease. The contest is open to residents of other countries as well 
as the United States. The cash award, together with second and third prize certificates, 
will be made at the annual meeting of the College. The following conditions must be 
observed: (1) five copies of the manuscript, typewritten in English, should be submitted 
to the executive office, American College of Chest Physicians, 112 East Chestnut Street, 
Chicago 11, Illinois, not later than April 1, 1952; (2) the only identification of the 
author or authors shall be a motto or other device on the title page, and a sealed 
envelope bearing the same motto on the outside and enclosing the name of the author 


or authors. 
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Chronic Cystic Mastitis 
and Cancer of the Breast 


HARRY A. OBERHELMAN* 


STRITCH SCHOOL OF MEDICINE OF LOYOLA UNIVERSITY, CHICAGO 


Chronic cystic mastitis forms various lumps in the breast and should 


not be considered a true neoplasm. It represents an involutional change 
due to hormone imbalance of estrogen and progesterone. Its highest in- 
cidence is in the fourth decade of life and it occurs as a nonproliferative 
or a proliferative lesion or as both types in the same breast. Chronic cystic 
mastitis is best treated by surgical excision. Occasionally the proliferative 


to cancer of the breast is a controversial 
subject and there are definite reasons for 
such controversy. Discussions on the subject 
date back many years and represent the opin- 
ions of men of two, or perhaps three, genera- 
tions. It depends upon the approach that one 
takes to this subject. If you have spent years in 
the laboratory studying breast lesions and if you 
have looked at the many different forms of 
lesions that occur in chronic cystic mastitis, you 
can readily understand the confusion that over- 
comes the mind of one who studies these sec- 
tions. You may have obtained a rather clear 
concept of the pathologic lesions of chronic 
cystic mastitis from your textbooks; then when 
you actually study these lesions under the micro- 
scope you sometimes find grave discrepancies 
and you do not know whether to attribute them 
to the author of the textbook or to defects in 
vision or to artefacts in the microscope. How- 
ever, suffice it to say the microscopic anat- 
omic pathologic picture of chronic cystic masti- 
tis in its many different forms of manifestation 

does present a confusing picture. 
I want to try to disperse some of this confu- 


Te relationship of chronic cystic mastitis 
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lesion is suggestive of cancer and a radical mastectomy is then indicated. 


sion and reduce what has been a confused sub- 
ject over many years to relatively simple, under- 
standable terms. In the first place, we might 
ask the question: What is chronic cystic masti- 
tis? In order fully to understand chronic cystic 
mastitis you will have to bear with me just for 
a moment to review in some respects the de- 
velopment of the breast, how it alters itself as a 
result of various hormone stimulations, and how 
a tissue that takes on an anatomic picture that 
you recognize as breast may change so com- 
pletely that you would recognize it as anything 
but breast. This is a faculty that the female 
breast possesses. The only other organ in the 
body that has a similar capacity is the thyroid 
gland, which may alter tremendously as the 
result of certain stimulation. In the breast we 
have, then, a gland that can change itself anat- 
omically, and if you are familiar only with the 
resting stage and then if you look at the breast 
when it reaches its highest phase of physiologic 
activity, you will see something that you have 
never before seen nor believed could exist in 
that organ. Any organ that has the capacity to 
change itself anatomically and still be within 
normal anatomic limits is going to have varia- 
tions in its various forms of pathologic mani- 
festations. 

I want to review briefly the development of 
the breast, how it can and does alter its anatomic 
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appearance microscopically and grossly as well 
as the result of various hormone stimulation. 

As the female approaches puberty (and up to 
puberty the male breast and the female breast 
are identical)—probably as a result of proges- 
terone in the circulation, the breast develops 
acinar epithelium, which up to this time has 
not yet developed. Acinar epithelium is the 
epithelium that secretes milk in the breast, so 
that we have the beginning of lobule formation, 
acinar development, replacing considerable of 
the stroma. 

During menstruation we find definite altera- 
tions in the breast tissue as a result of stimula- 
tion of hormones. These develop the week be- 
fore menstruation as the result of the various 
hormones, estrogens and progestins. As the 
stimulation of the breast by these various hor- 
mones continues, this premenstrual hyperplasia 
is all in anticipation of pregnancy, which is 
equally true of the endometrium which has 
thickened and prepared itself for conception. 
When conception does not occur the thickened 
endometrium sloughs away through the act of 
menstruation. Menstrual blood is not all men- 
strual blood; there is a good deal of endometrial 
tissue mixed with it. 

As far as the breast is concerned, the breast 
cannot menstruate, so these cells must return 
to normal; that is where the change in anatomy 
of the breast from the standpoint of physiologic 
alteration occurs, and where the great confusion 
exists. If such a breast becomes a functioning 
or a lactating breast we have a picture that is 
practically entirely epithelium, acinar tissue 
(stromal tissue is very slight, scarcely recog- 
nizable) which represents the anatomic altera- 
tion of the breast in the highest stage of 
physiologic function. 

As the individual grows older and the meno- 
pause takes place, what develops in the breast 
in the prolonged postmenopausal phase? There 
is atrophy of both stroma and epithelium. The 
breast stroma becomes altered, being relatively 
acellular, and there are a few persisting atrophic 
glands and ducts. This constitutes the major 
portion of the breast in the long postmenopausal 
phase. 


Lp changes which take place in the breast 
that we consider chronic cystic mastitis con- 
sist of small shot-like bodies in the breast or 
single large nodules or there may be multiple 
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large nodules. All may be associated with | 
derness and pain; they increase in size du: 
the premenstrual phase and then regress ai +r 
menstruation is over. There are residual area, n 
the breast that do not return to the normal ai cr 
the hyperplasia that results from menstruat: \n 
or from pregnancy has subsided. It is during \ 1 
regression or reversion to normal that the c »i- 
thelium very frequently behaves abnormal'y. 
Briefly, I think it is generally agreed that tis 
imperfect return to normal, after the extensive 
anatomic alteration due to the hormones, resu|ts 
from some imbalance of the hormones, prob- 
ably between estrogen and progesterone; usually 
the latter is deficient. As a result the cells that 
have proliferated premenstrually or during the 
lactating phase have not returned or regressed 
as we would assume they would, and thus 
various bizarre accumulations of cells take place 
in the breast. They may form cysts; they may 
form clusters of tissue. It is my experience that 
chronic cystic mastitis is a disease that manifests 
itself first by simple cyst formation and second, 
by proliferative changes in the breast. 

We have, then, a nonproliferative type of 
chronic cystic mastitis consisting of simple or 
multiple cysts in the breast that we realize are 
harmless and are static structures, more or less. 
On the other hand, we have the areas of pro- 
liferation which consist of clusters of cells that 
have grown in ducts or in cysts or in the breast 
tissue itself forming anatomically the structure 
that simulates adenoma or papilloma or adeno- 
papilloma. It is to this extent that the prolifera- 
tive aspect of chronic cystic mastitis may extend 
itself, and it is in this group that we have our 
problem of microscopic differentiation, namely, 
is it or is it not a precancerous lesion? 

In my judgment, and I think in the judg- 
ment of most men, it is not a neoplasm; it is 
not a tumor. That is where we want to draw a 
line of distinction—it is not tumor. It is an in- 
volutional change in the breast as a result of 
the years of stimulation, proliferation and re- 
gression from hormone imbalance that have 
created in the breast anatomic alterations that 
simulate neoplasm. These are lumps in the 
breast; grossly they have the appearance of 
tumor and we classify them with breast tumors. 
We should probably call them breast lumps 
rather than breast tumors. 

When we discuss chronic cystic mastitis we 
should consider that chronic cystic mastitis is a 
change that develops in the breast as the wom- 
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an grows older. The changes are involutional 
and, as a matter of fact, 1 dare say universal. 
To support this view, some years ago I had the 
opportunity of studying breasts that were re- 
moved for cancerous lesions in some 466 cases. 
They are broken down in 10-year age groups. 
By studying the tissues outside of cancerous 
areas we found that 384, or 82.4 per cent, had 
chronic. cystic mastitis lesions. I think if we 
had made serial sections of these breasts we 
would have found a much higher incidence. 
This is nothing new. Pathologists, in postmor- 
tem examinations of breasts in women who 
have died of causes other than breast lesions, 
have found almost in 100 per cent of instances 
lesions in the breast that microscopically resem- 
ble chronic cystic mastitis and might be consid- 
ered as chronic cystic mastitis. If chronic cystic 
mastitis is a forerunner of cancer of the breast, 
why does it then not develop into cancer in 
every breast that has chronic cystic mastitis? 

Of the 384 cases with fibrocystic disease, about 
half consisted of the nonproliferative group— 
simply cysts that assume a certain dimension 
and remain more or less stationary and are in- 
nocent in themselves. The other half had the 
proliferative type of chronic cystic mastitis. 

We are all agreed that the simple cyst of the 
breast is in no respect a forerunner of cancer. 
Many patients who have the nonproliferative 
type may also have the proliferative type of 
lesion. There is not always a sharp mark of 
distinction between the two. They may have 
both. All patients who have proliferative cystic 
mastitis probably have the nonproliferative cys- 
tic mastitis as well. 

The typical cyst of the breast of the non- 
proliferative type is the type Bloodgood many 
years ago called, very appropriately, “blue dome” 
cyst of the breast because when it is exposed 
at surgery it has a blue appearance because of 
the reflected light. The fluid is usually smoky or 
slightly cloudy, and the lining of the cyst is 
smooth. Microscopically it is made up of a few 
layers of epithelial cells. We do not consider 
this nonproliferative, simple cystic disease of the 
breast in any way associated with carcinoma of 
the breast. 


Fe lumps in the breast, in our judgment, 
should be removed and examined micro- 
scopically. I dare say that in the hands of ex- 
perienced men probably 5 to 10 per cent of cases 
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at most at the time of surgery will require 
microscopic section for purposes of diagnosis. 
We believe that trained men should be able to 
determine grossly the true nature of these tumors 
without the aid of the microscope. That is part 
of our training program. We expect that of men 
doing surgery. They should be familiar in prac- 
tically all instances with the lesions grossly and 
should be able to determine what should be 
done. We believe these lesions are not difficult 
to recognize. 

I sometimes think that we pass up a golden 
opportunity by watching breast lesions indefi- 
nitely and then awake to the sad fact that we 
have been dealing with a carcinoma all along. 
I believe in going right to the core of the prob- 
lem. We should go ahead and remove these 
lumps, these nodules, and let the microscope or 
our gross interpretation of the lesion determine 
for us the subsequent treatment. Many of these 
preliminary diagnostic procedures—transillumi- 
nation, aspiration of cysts—are all legitimate but 
there is no substitute for biopsy. I do not be- 
lieve that I have ever aspirated a cyst of the 
breast. Maybe go per cent of you will disagree 


. with me. I do not want to influence your way 


of handling your patients. It is, however, in my 
judgment, flirting with a lesion that might be 
a cancer. After all, no one can tell grossly by 
palpating the breast with what type of lesion he 
is dealing. We sometimes get to the point 
where we think we are really quite good and 
then we find, after two or three or six months, 
that we were dealing with a malignant neo- 
plasm from the start when the tumor is finally 
removed for biopsy study. 

It is not enough that we mention it once, 
but that we remind ourselves repeatedly of these 
possibilities. During my 13 years of experience 
in dealing with surgical pathology we have had 
hundreds and even thousands of breast tumors 
that were removed by very competent surgeons, 
by my teachers and my professors, for whom I 
held the highest regard as pathologists. Even 
they occasionally excised breast nodules that 
they thought were nonmalignant and sent them 
to the laboratory for routine study, where micro- 
scopic sections revealed them to be unquestion- 
able carcinoma. Those things make impressions 
upon one, and maybe that is why we have 
taken the view that all lumps of the breast 
should be removed and their exact nature deter- 
mined. 

How you remove them is a matter of choice. 
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We believe that these cysts should probably be 
watched through one menstrual cycle to see the 
influence of the estrogens and progesterone 
on the cyst. That is legitimate. If they persist 
and prevail throughout the entire menstrual 
cycle from the start of one period to the start 
of the next, then they become surgical lesions. 
Most of them will not require that sort of ob- 
servation, but it is a good thing to do it in 
a certain number of instances when you are not 
quite sure. 

For biopsy, we employ an incision known as 
the Warren incision which permits access to 
any part of the breast. It follows the thoraco- 
mammary fold and permits examination of the 
breast from behind, whereas if you cut in on 
the front of the breast you examine only the 
part that is cut and you have no conception of 
what is elsewhere in the breast. In the so-called 
Warren incision you make an exposure of the 
entire posterior surface of the breast after you 
reflect it from the pectoralis fascia. I will very 
frankly admit that not infrequently I have ap- 
proached these lesions thinking that I was deal- 
ing with a benign lesion until I looked at the 
lesion from behind and saw the evidence of neo- 
plasm in a dimpling or contraction of the cen- 
tral portion of the tumor. The recovery is very 
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prompt; there is nothing much te it. The closure 
is in the thoracomammary fold. It leaves a scar 
that normally lies in a wrinkle. 

Therefore, permit me to state the following 
conclusions: 

1. Chronic cystic mastitis or fibrocystic dis- 
ease may occur as a nonproliferative or a pro- 
liferative type of chronic cystic mastitis or both. 
These changes are more or less universal and 
are not true tumors. 

2. We believe these changes are the result of 
an endocrine imbalance which interferes with 
the normal involution of premenstrual and preg- 
nancy hyperplasia of the breast parenchyma. 

3. In a small minority of cases of the pro- 
liferative type of chronic cystic mastitis an un- 
usual degree of proliferation has developed so 
that the possibility of an early malignant change 
cannot with certainty always be excluded. 

4. All abnormal lumps in the breast should 
be removed for biopsy study. When the lesion 
is doubtfully benign, radical or modified mas- 
tectomy is indicated. 

5. We strongly recommend the Warren in- 
cision for biopsy purposes. If the lesion proves 
to be benign the scar is wholly concealed and 
often invisible since it lies where a wrinkle 
normally occurs. 
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Psychiatry, 5 days, by arrangement only 


_Arranged by The American College of Physicians 
Internal medicine: selected subjects, at Marquette Uni- 
versity School of Medicine, Milwaukee, one week, 
October 8-13 
Cardiovascular disease, at the Frank E. Bunts Educa- 
tional Institute of the Cleveland Clinic Foundation, 
Cleveland, one week, October 22-27 
Clinical neurology, at Jefferson Medical College of 
Philadelphia, one week, October 29-November 2 
Electrocardiography, at Emory University School of 
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STATISTICAL STUDY OF 446 CONSECUTIVE CASES 


The Elderly Primipara 


E. H. DENNEN AND W. H. AINSLIE* 


NEW YORK POLYCLINIC MEDICAL SCHOOL AND HOSPITAL, NEW YORK 


The elderly primipara is always a subject of much debate among 


those who do obstetrics. This paper presents an analysis of the problems, 
methods of management and the results encountered with this type of 


Is statistical study of 446 consecutive 

| elderly primiparas delivered at the New 
York Polyclinic Medical School and Hos- 
pital covers the years 1939 through 1948. It is 
presented to review the methods of manage- 
ment and the results obtained in an age group 
which many obstetricians consider as presenting 
special problems. These patients were delivered 
on both the ward service and the private serv- 
ice by 48 members of the house staff, attending 
staff and the courtesy staff. Since both ward and 
private cases had similar standards of hospital 
care and management, no distinction is made 
between the results obtained on the two serv- 
ices. Any patient who has been delivered of her 
first viable pregnancy at an age of 35 years or 
older is considered to be an elderly primipara. 


INCIDENCE 


During this 10 year period from 1939 through 
1948 a total of 10,592 women of all ages and 
parity were delivered of viable babies. Of this 
total number, 446 elderly primiparas were de- 
livered for an incidence of 4.2 per cent. 


*From the Obstetric Service of the New York Polyclinic Medical 
School and Hospital, New York, New York. 


patient in a teaching clinic. 


MATERNAL MORTALITY 


There was one maternal death for an inci- 
dence of 0.22 per cent. During this same 10 year 
period there were 12 maternal deaths in 10,592 
mothers from all age groups delivered of viable 
babies for an incidence of 0.11 per cent. The 
single death occurred in the case of a 35 year 
old primigravida of 35 weeks’ gestation admit- 
ted in shock with painless vaginal hemorrhage. 
Emergency section was done and a living 6 
pound baby delivered. A central placenta previa 
was found and hemorrhage could not be ade- 
quately controlled. Dense abdominal adhesions 
from previous laparotomy and the poor condi- 
tion of the patient mitigated against hysterec- 
tomy. The uterus and vagina were packed and 
massive transfusions were given, but the patient 
died six hours after admission. 


INFANT MORTALITY 


Four hundred and forty-six mothers were de- 
livered of 447 viable babies, including one set 
of twins. Twenty of these babies either were 
stillborn or died neonatally for a gross fetal loss 
of 4.4 per cent as compared with a gross fetal 
loss of 2.8 per cent of all viable births during 
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this same period. However, in dividing this 
series of elderly primiparous births into 2 five 
year periods, the gross fetal and infant loss was 
reduced from 7.1 per cent for the first five years 
to 2.8 per cent for the second five years. 

Of the 20 viable dead babies, 12 or 2.6 per 
cent were stillborn and 8 or 1.7 per cent were 
neonatal deaths (Tables 1 and 2). 

After 4 macerated babies and 4 monsters were 
removed, the corrected fetal and neonatal mor- 
tality was 12 or 2.67 per cent. 

The greatest cause of death for babies in this 
series was intra-uterine asphyxia, which ac- 
counted for 10, while prematurity was respon- 
sible for four deaths. Congenital anomalies also 
accounted for four deaths. Umbilical cord in- 
jury and pneumonia, both occurring in babies 
delivered by cesarean section, were responsible 
for the remaining two (Tables 1 and 2). Five, 
or 25 per cent, of these 20 dead babies were de- 
livered of toxic mothers. 

In relating the method of delivery to the cor- 
rected fetal and neonatal loss, 39 spontaneous 
deliveries and 408 operative deliveries each had 
a loss of 2.6 per cent. Two hundred and twenty- 
seven forceps deliveries had a fetal and neonatal 
loss of five, or 2.2 per cent. One hundred and 
ninety-seven low and low mid forceps deliveries 
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were performed with the loss of 3 babies, or 1.5 
per cent, while 29 mid forceps deliveries were 
performed with the loss of 2 babies or 6.9 per 
cent. One high forceps delivery was accomplis!i- 
ed without fetal loss. 

Twelve breech extractions and 1 version were 
performed without fetal loss. 

One hundred and sixty-eight cesarean sec- 
tions were performed with a fetal loss of 6 or 2.5 
per cent. 


MORBIDITY* 


Total of 12 elderly mothers or 2.6 per cent 

of the 446 cases were morbid from ail 
causes. The morbidity rate for the first five 
years was 1.2 per cent (2 patients) and for the 
second five year period it was 3.5 per cent (10 
patients). Eleven of these morbid cases were 
delivered by cesarean section for a morbidity 
rate of 6.5 per cent while only 1 was delivered 
by the vaginal route for a rate of 0.4 per cent 
(Table 3). In 8 cases, all post cesarean, the 
cause of the morbidity was undetermined and 
therefore the morbidity was automatically classi- 
fied as due to puerperal infection. Mastitis was 
responsible for the only morbidity among 
vaginal deliveries. Acute sinusitis, pulmonary 
infarction and transfusion reaction were respon- 
sible for 1 each of the 3 remaining cases. 

In recent years penicillin has been given in 
all cases with ruptured membranes of over 24 
hours’ duration, whether or not the patient was 
in labor, in an effort to further reduce the mor- 
bidity rate. 


LABOR 


Labor was conducted under the same stand- 
ards as labor in other groups delivered during 
this same period of time. All patients were 
carefully evaluated on admission. X-ray _pelvi- 
metry was done on all patients with question- 
able cephalopelvic disproportion, unengaged 
vertex, breech presentation or malpresentation. 
Vaginal examinations in the delivery room 
were done without hesitation whenever rectal 
examinations were felt to be inadequate. 

Two hundred and seventy-eight labors in this 
series of 446 cases, or 62.3 per cent, terminated 
in vaginal deliveries (Table 4). The shortest 
labor was one hour and 20 minutes while the 
longest was 54 hours. One hundred and forty- 


*American College of Surgeons standard for morbidity. 
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eight or 53.2 per cent of these 278 labors lasted 
12 hours or less while 100 or 35.9 per cent lasted 
from 12 to 24 hours. Thirty or 10.9 per cent of 
all labors terminating in vaginal deliveries last- 
ed over 24 hours. In the first five year period of 
this series 53 or 45.4 per cent of the vaginal 
deliveries were terminated in less than 12 hours 
and 17 or 14.5 per cent lasted over 24 hours, 
while in the second period 95 or 59.0 per cent 
lasted less than 12 hours and 13 or 8.0 per cent 
lasted over 24 hours. In 168 cases delivered by 
cesarean section, labor was present in 55. The 
longest of these labors was 83 hours. Thirty-six 
or 65.4 per cent of these patients underwent 
cesarean section after a trial of labor of 12 hours 
or less. In these patients given a trial of labor 
before section, only 4 or 23.8 per cent in the 
first five year period had a trial of over 12 hours 
while 15 or 44.0 per cent in the second five year 
period had a trial of labor of over 12 hours. 
There were 84 cases of premature rupture of 
the membrane. Twenty-three of these patients 
subsequently had cesarean sections. 
Labor was induced in 10 cases. 


METHOD OF DELIVERY 


N 447 deliveries, 39 or 8.7 per cent were 
I spontaneous; 408 of 91.3 per cent were oper- 
ative (Table 5). 

Spontaneous—There were 39 spontaneous de- 
liveries (8.7 per cent). The incidence dropped 
from 13.9 per cent in the first five years of the 
series to 5.9 per cent in the second five years. 

Operative—Four hundred and eight operative 
deliveries were performed in this series of elderly 
primiparas for an average incidence of g1.3 per 
cent. The operative incidence rose from 86.1 per 
cent in the first five years to 94.1 per cent in 
the second five years. The operative incidence 
for all age groups during this period was 64.6 
per cent. The incidence of prophylactic opera- 
tions in elderly primiparas was 34.0 per cent as 
contrasted with 52.8 per cent for all age groups. 

Forceps—Two hundred and twenty-seven or 
50.8 per cent of all deliveries were accomplished 
by forceps. The incidence was 52.9 per cent (89 
patients) for the first five year period and 49.3 
per cent (138 patients) for the second five year 
period. 

Low forceps were used in 120 or 53.3 per 
cent of all forceps deliveries. The indication for 
106 or 88.8 per cent of these deliveries was 
prophylactic. 
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Low mid forceps were used in 77 deliveries or 
33-9 per cent of all forceps deliveries. The in- 
dication for 32 or 41.5 per cent was prophylactic. 

Mid forceps were used in 29 or 12.8 per cent 
of all forceps deliveries. Only once in this group 
was this method indicated as a prophylactic 
measure. The incidence of mid forceps delivery 
was 15.6 per cent of all forceps deliveries for 
the first five year period and dropped to 10.8 
per cent in the second five year period. 

Only one high forceps delivery was performed 
and that for lack of progress in the case of a 
patient in the first five year group. 

Twenty-nine babies were delivered as breech 
presentations for an incidence of 6.5 per cent 
and 12 of these or 41.2 per cent were delivered 
vaginally. Fifty per cent of all breech presenta- 
tions in the first five year period had a vaginal 
delivery while 35.8 per cent were delivered 
vaginally in the second five year period. Piper 
forceps were used in 5 cases. 

Verston—One version and breech extraction 
was done for the second of a set of twins. 

In 279 deliveries there were 13 sulcus lacera- 
tions and g cervical lacerations. Vaginal pack- 
ing and uterine packing were each used in five 
instances. Postpartum hemorrhages occurred in 
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TABLE 1 
INcIDENCE OF INFANT MorTALity IN 446 Consecutive Cases oF ELDERLY PRIMIPARAS 


FIRST 5 YEARS 


SECOND 5 YEARS TOTAL 


Number 


Per cent 


Number Per cent Number 


Per cen: 


Total fetal and neonatal loss 12 7.1 


8 28 20 4:4 


Corrected fetal and neonatal loss 8 4-7 


4 1.4 12 2.6 


Neonatal deaths 5 3.0 


3 1.0 8 1.7 


Stillbirths ~ 4.1 


5 1.8 12 2.6 


TABLE 2 
Causes oF DEATH 


4 (1 macerated) 
Premature separation of placenta .. 1 
I 

Congenital rupture of stomach ... 1 


8 cases and in 1 case there was a hematoma 
over an ischial spine. There were 241 epi- 
siotomies or 86.4 per cent of those patients who 
had vaginal deliveries. There were 21 first and 
second degree lacerations and 2 third degree 
lacerations of the perineum. 

Cesarean—One hundred and sixty-eight ce- 
sarean sections were performed in this series 
for an incidence of 37.6 per cent. This incidence 
rose from 29.6 per cent in the first five year 
period to 42.3 per cent in the second five year 
period. Fifty-five patients or 32.8 per cent had 
a trial of labor. Twenty-three or 13.2 per cent 
had premature rupture of the membrane. In 
the first five year period 20 per cent and in the 
second five year period 43 per cent of these 
cesarean sections were performed with the pri- 
mary indication of elderly primipara; however, 
most of these patients presented additional sec- 
ondary indications. 

Sixty-five or 38.6 per cent of all cesarean sec- 
tions were of the low transverse cervical type. 
Fifty-four cases or 32.2 per cent were low classi- 
cal sections. Thirty-one of the operations, or 
18.4 per cent, were of the low flap type with a 


longitudinal uterine incision. Two mid classi- 
cal, two high classical and eight extraperitoneal 
(seven in the second five years) and six cesarean 
hysterectomies (five in the second five years) 
were performed. Eight myomectomies were per- 
formed in conjunction with section. 

There were two wound infections and one 
wound disruption. 


COMPLICATING FACTORS 


ixTy of 446 cases had some type of pelvic de- 

formity for an incidence of 13.4 per cent. 
Fibrotic tumors were diagnosed in 47 women 
for an incidence of 10.3 per cent, and in 8 or 1.7 
per cent of these cases the tumors obstructed 
the birth passage. ; 

There were 16 cases of pre-eclamptic toxemia 
for an incidence of 3.5 per cent. There was 1 
case of eclampsia. Two patients had hyperten- 
sion of undetermined etiology. 

Placenta previa was diagnosed in 5 patients 
for an incidence of 1.1 per cent and three of 
these were central in location. There were 3 
cases of premature separation of the placenta 
in this series. 

There were 2 cases of phlebitis, 8 cases of 
endometritis, 2 cases of pulmonary embolus and 
4 cases of aspiration pneumonia. 

Four patients with cardiac disease were de- 
livered in this series. 


SUMMARY 


A statistical study of 446 consecutive elderly 
primiparas delivered between 1939 and 1948 at 
the New York Polyclinic Medical School and 
Hospital has been presented. The incidence of 
elderly primiparas among all age groups deliver- 
ed during this period of time was 4.2 per cent. 

There was one maternal death in this series 
for an incidence of 0.22 per cent. 
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TABLE 3 
Morsipity 1n 446 Primiparas 


FIRST 5 YEARS 


SECOND 5 YEARS 


Number Per cent Number 


Per cent 


Number 


Per cent 


Vaginal delivery 
Mastitis I 1 
Morbidity for vaginal delivery ° 0.8 0.4 
Cesarean section 
Undetermined 2 6 8 
Acute sinusitis ° I I 
Pulmonary infarction ° I I 
Transfusion reaction I I 
Morbidity for cesarean 
TOTAL MORBIDITY 


TABLE 4 


Lencrtu or Lasor 1n 446 Primiparas 


VAGINAL DELIVERY* 


CESAREAN SECTION** 


LENGTH OF 
LABOR 


FIRST 5 YEARS 


SECOND 5 YEARS 


10 YEAR TOTAL FIRST 5 YEARS 


SECOND 5 YEARS 


10 YEAR TOTAL 


(Hours) 


Number | Per cent 


Number | Per cent | Number 


Per cent | Number | Per cent | Number 


Per cent 


Number | Per cent 


0-12 53 45-3 


59.0 148 53.2 17 80.9 


19 


55.8 


65.4 


12-24 


47 


32.9 100 35-9 3 14.3 


9 


26.5 


21.8 


24-36 8 6.8 


6.2 18 6.5 


5-9 


3.6 


36-48 4 3-4 


1.2 6 2.2 


8.8 


5-4 


48 and 5 4.2 
over 


0.6 6 2.2 I 4-7 


2.9 


3.6 


TOTALS 117 


| 161 | 278 


62.3 21 


34 


12.3 


*Shortest labor, 1 hour and 20 minutes; longest labor, 54 hours. 
**Total cesarean sections, 168; longest trial of labor, 83 hours; sections in labor, 55. 


TABLE 5 


Metnops oF Detivery tn 446 ELperty Primiparas* 


METHOD 


FIRST 5 YEARS 


SECOND 5 YEARS 


Number | Per cent Number 


Per cent 


23 13.9 16 


5-9 


Forceps 


High 


89 52.9 138 
46 27-4 74 
28 16.9 49 
14 8.3 15 

I 0.5 0 


49-3 
26.5 
17.5 

5-3 


Breech extraction 


2.5 


Version and breech extraction 


Cesarean section 


TOTALS 


168 


**One set of twins. 


*Percentages based on total number of deliveries. 
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hen: gross number of fetal deaths for the study 
was 20 or 4.4 per cent compared with an 
incidence of 2.8 per cent for all age groups. 
The corrected number of fetal deaths was 12 or 
2.6 per cent. The gross fetal and neonatal loss 
was reduced from 7.1 per cent for the first five 
year period to 2.8 per cent for the second five 
year period. Twenty-five per cent of these dead 
babies were delivered of toxic mothers. Of the 
various methods of delivery, mid forceps had 
the highest incidence of fetal and neonatal loss— 
6.9 per cent. 

There were 12 morbid cases (2.6 per cent). 
The morbidity rate for vaginal delivery was 0.4 
per cent and for cesarean section 6.5 per cent. 

Of 278 vaginal deliveries in this series, 248 or 
89.1 per cent were terminated in less than 24 
hours. Of 168 cases delivered by cesarean sec- 
tion, 55 had a trial of labor, lasting in 1 case up 
to 83 hours. There was a definite trend in the 
second five year period to shorter labor in vagin- 
al delivery and to longer trial of labor before 
cesarean section. 

The incidence of spontaneous delivery drop- 
ped from 13.9 per cent (23 patients) in the first 
five year period to 5.9 per cent (16 patients) in 
the second five year period, while the incidence 


of forceps delivery varied only from 52.9 )+ 
cent (89 patients) in the first five year peri! 
to 49.3 per cent (138 patients) in the second fi\¢ 
year period. 

Although the incidence of low and low mid 
forceps delivery was unchanged during the tw. 
periods, the frequency of mid forceps deliver, 
dropped from 8.3 per cent in the first period 
to 5.3 per cent in the second period. One hun- 
dred and sixty-eight cesarean sections were per- 
formed for an incidence of 37.6 per cent. The 
incidence rose from 29.6 per cent in the first 
five year period to 42.3 per cent in the second 
five year period. In 36 per cent of the sections 
the primary indication was elderly primipara. 
While the second five year period showed a 
reduction of mid forceps delivery of 36 per 
cent and an increase of cesarean section of 42 
per cent, the gross infant mortality rate dropped 
about 60 per cent in the second five year period. 
The operative incidence was 91.3 per cent for 
the total series. 

Sixty of these 446 patients had some type of 
pelvic deformity and 47 patients had fibrotic 
tumors. In 8 cases the tumors were obstructing 
the birth passage. There were 19 cases of toxe- 
mia including 1 case of eclampsia. 
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Herniated Cervical Intervertebral 


Disk Simulating Angina Pectoris 


DAVENPORT, IOWA 


it offers an excellent opportunity to pre- 
sent three important lessons at one time: 

1. The picture of angina pectoris may be 
mimicked by a herniated cervical intervertebral 
disk, a condition which is obviously different in 
both prognostic and therapeutic portent. 

2. The newer technics in electrocardiography 
offer a great deal more information than did the 
more limited methods originally used. 

3. Helpful as the electrocardiogram is, its 
limitations must still be recognized in order to 
avoid the pitfalls of erroneous diagnosis. 


Te case report is being published because 


CASE REPORT 


A white male patient, age 59, was first seen 
on August 26, 1949, complaining of pain in the 
chest and left arm. This man stated that he 
had been well until two years previously when 
he developed a sudden attack of severe sub- 
sternal pain. He was hospitalized and kept in 
bed for five weeks. The patient was told at that 
time that his diagnosis was coronary thrombosis. 
He made a satisfactory recovery from this acute 
episode until the onset, about five or six months 
later, of the presenting complaint. This con- 
sisted of pain behind the sternum together with 
pain and tingling radiating down the ulnar side 
of the left arm. He could see no relationship 
between exertion and the occurrence of his 
pain, the latter occurring often when sitting at 
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rest and even when lying down. 

Further questioning revealed that, although 
walking or exercise that did not involve the arm 
did not seem to affect the pain, working with 
the left arm did seem to make it worse. He 
could trace the pain along the medial aspect of 
the left forearm and into the fourth and fifth 
digits. During the past year he had noted de- 
crease in the size of the left hand and numb- 
ness in the painful area. There had been some 
pain and discomfort in the neck, though he did 
not relate neck movements to pain in the arm 
and chest. Once the pain started it would last 
for hours and even all day. 

When he took nitroglycerin he would devel- 
op definite throbbing sensations and headache 
but would obtain no relief from the pain; on 
occasion he would take mMeTHapon® to obtain 
relief. He stated that the pain was very dis- 
tressing and he was very anxious to obtain 
some relief. There were no other symptoms. He 
specifically denied the presence of dyspnea, 
orthopnea, paroxysmal nocturnal dyspnea or 
dependent edema. 

Physical examination showed a well develop- 
ed, well nourished white male who appeared to 
be of stated age and who was not in discomfort 
at the time of the examination. The physical 
findings were negative except for the following: 
The ocular fundi showed grade 1 arteriolar 
sclerosis, the palpable peripheral arteries were 
slightly sclerotic, and the right dorsalis pedis 
pulse was diminished. The heart size was nor- 
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mal, as were the tones. No murmurs were heard. 
The cardiac rhythm was basically regular at a 
rate of 80, with occasional interruptions due to 
ventricular premature beats. The blood pressure 
was 128/80. His neck was short and thick, and 
was held a little stiffly. The left hand showed 
obvious atrophy of all the interossei, including 
the first dorsal interosseous muscle. There was 
definite weakness in flexion of the fourth and 
fifth fingers as well as some probable weakness 
in flexion of the third finger of the left hand. 
There was definite weakness in adduction of 
all the fingers. There was weakness in opposi- 
tion of the thumb and little finger. Sensory ex- 
amination showed hypalgesia involving the 
ulnar aspect of the left hand and wrist. 

An electrocardiographic study was made and 
will be discussed in greater detail. Radiographic 
study showed diminution of the disk space be- 
tween Ce and C;, with a large spur involving 
the antero-inferior surface of the sixth cervical 
vertebra. There was straightening of the nor- 
mal cervical spine curvature in the lower seg- 
ments. The lung fields were clear and the heart 
shadow normal. 

On November 10, 1949, this man was operated 
(O. R. H. and M. W. V. A.) and a large calci- 
fied, protruded C; disk on the left was removed. 
At this location marked posterior bulging of the 
intervertebral disk was found. The disk was 
completely covered with a thin but hard bony 
layer which had to be chiseled away to achieve 
relaxation of the nerve root. Thereafter the 
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original substernal and left arm pain disappear- 
ed completely and has not recurred. Since the 
operation there has been mild paresthesia in- 
volving the left thumb and first finger but this 
has not been a source of great discomfort and 
has been slowly diminishing. The patient is now 
able to carry on his usual daily activities. 


DISCUSSION 


His patient complained of substernal pain 

with radiation down the ulnar distribution 
of the left arm for two years following myo- 
cardial infarction. Superficially it resembled the 
pain of angina pectoris by reason of its location 
and radiation and by its occurrence in a patient 
with a history of coronary thrombosis. Closer 
scrutiny, however, brought out discrepancies 
which called for further investigation. 

The excitation of the pain was not at all 
characteristic since it was not brought on by 
exertion or emotional upset but was more likely 
to occur while the patient was sitting at rest, or 
even while lying in bed. The duration of the 
pain was definitely atypical, each attack lasting 
not seconds nor minutes but hours. Further- 
more the failure of the pain to be relieved by 
nitroglycerin also cast doubt upon the diagnosis 
of angina pectoris. The converse of this state- 
ment is not true because in some types of pain 
simulating angina, such as that from hiatus 
hernia or from biliary colic, nitrites may on 
occasion afford some relief. 
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ricurE 1. Leads 1, 2, 3, and V, which is here labeled IVF, in order to show how this patient's electrocardiogram 


would look if taken with the technique which was routine in 1937. T; is low, QRS, is slurred, a ventricular pre- 
mature systole is seen in 4, and left axis deviation is present. The changes are nonspecific and of little help in 


diagnosis. 


FIGURE 2. Leads 1, 2, 
3, Vs, Vs, and V,. The 


use of one or two ad- 


ditional chest leads be- 
came popular between 


q |-HES 1938 and 1945. Here 


In other words, the fact that chest pain dis- 
appears after the use of nitroglycerin does not 
prove that the pain was due to angina pectoris, 
but when chest pain is not relieved by adequate 
doses of nitroglycerin, then some condition 
other than angina pectoris had best be looked 
for. One such condition is herniation of a cer- 
vical intervertebral disk with compression of 
the nerve root. This syndrome was first clearly 
delineated in 1943 by Semmes and Murphey,’ 
and was re-emphasized in 1946 by Josey and 
Murphey.” Its resemblance to coronary disease 
is often remarkable and the importance of dif- 
ferentiating the two for the proper prognosis 
and definitive treatment is obvious. 

In the patient described it was not difficult 
to reach the proper diagnosis once one decided 
that the presenting symptoms could not proper- 
ly be ascribed to coronary disease. The atrophy 
of the interosseous muscles of the left hand, the 
weakness in flexion of the left fourth and fifth 
fingers, the weakness in adduction of all fingers 
of the left hand, the weakness in opposition of 
the left thumb and little finger, the hypalgesia 


i} il V. adds diagnostic im- 

j port because its QRS 

7 has no initial upright 

333 phase and its T wave 
4 Ve shows a tiny late in- 


version. 


involving the ulnar aspect of the left hand and 
wrist and the radiographic finding of diminu- 
tion in disk space with a large spur at the sixth 
cervical vertebra all indicated a localized nerve 
root compression. 


Fie most disturbing feature was the electro- 
cardiographic study, which proved to be a 
two-edged sword, and which now offers an op- 
portunity to present a paradoxical lesson. When 
the patient was first seen, we did not know the 
nature of his initial attack of pain two years 
earlier. (Actually it was not until after surgery 
that the patient obtained his original electro- 
cardiograms for us to examine; they clearly 
showed the pattern of recent myocardial in- 
farction.) An electrocardiographic tracing was 
made, consisting of the three standard limb 
leads, the three aV leads, and multiple V leads. 

Figures 1 through 5 show how much more in- 
formation was obtained about this patient with 
this method of investigation than was possible 
a few years ago with the technics available 
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FIGURE 3. Leads 1, >, 
3, Vs Va Ve, aVR, 
aVL, and aVF. At the 
present time, good 
electrocardiographic 
technic calls for the 
routine use of the aug- 


mented unipolar ex- 
tremity leads. In this 


case the latter produced 


information not avail- 
able in the standard 


limb lead, showing a 


= small Q and an in- 


then. We will not go back beyond 1932, prior 
to which time it was standard practice to record 
only the limb leads I, II and III. It was then 
that the use of chest leads was introduced,* and 
within the following five years this practice was 
widely accepted. In a few heart stations more 
than one chest lead was taken but for the most 
part electrocardiographers recorded a single lead 
from the region of the cardiac apex (IVF). 
Figure 1 shows what our tracing would have 
looked like if taken on this patient with the 
technic of 1937; the pattern is not specific and 
would have been of no help in furthering the 
diagnosis. 


NDER impetus of studies by various heart sta- 
ie oe the tendency gradually grew to record 
two or three chest leads, one near the sternum, 
one near the apex, and one near the axilla. 
Figure 2 reproduces such a record on this pa- 
tient, with the chest leads V2, V4 and Ve. Here 
we find in the parasternal lead V2 two clues 
which were not previously obtainable: absence 
of an initial upright phase in the QRS complex, 
and a tiny final inverted phase in the T wave— 
these findings are abnormal but cannot be given 
sufficient weight to make a definite diagnosis. 

In the past five years two further modifica- 
tions in the technic of electrocardiography have 


verted T wave in aVL. 


made great headway: (1) The use of unipolar 
(V) or augmented unipolar (aV) extremity 
leads, and (2) the use of multiple precordial 
leads, recording at least six leads (Vi through 
Ve) across the chest with the exploration of 
additional sites if and when indicated. The de- 
tails of theory and practice of these develop- 
ments are beyond the scope of this paper, but 
can be found in several excellent publications.** 

However, this patient happens to present an 
example of a case where the newer leads are 
extremely informative. In Figure 3 are repro- 
duced the same six leads as in Figure 2 with 
the addition of the aV leads. Here we find add- 
ed to an abnormal V2 a definitely abnormal left 
arm lead (aVL) showing an inverted T wave 
and a tiny Q wave. In Figure 4 the standard 
limb leads, which are rather uninformative, are 
omitted and there is reproduced a series of chest 
leads originating from the right parasternal 
line to the left midaxillary line (Vi through 
Ve) plus the aV leads; here two more chest 
leads (Vi and Vs) show absence of an initial 
upright phase in the QRS, and one (Vs) shows 
a definite inversion of the T wave. With this 
much evidence, it is now difficult to escape a 
diagnosis of coronary disease. 

As further confirmation, more exploratory 
tracings were made and in Figure 5 are repro- 
duced leads taken one interspace above Vs, 4 
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aV leads. For purposes 
of condensation the 
relatively unrevealing 


standard limb leads 
have been omitted. 


Here V, and V3, in 
addition to V2, show 
absence of an R wave, 


and T is clearly in- 


verted in V;. With this 
much information a 


diagnosis of past in- 


farction in the anterior 


wall of the left ven- 
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tricle is warranted. At 
the present time the 
above six chest leads 


are considered as the 


$3335: 


minimum to be taken 


in any routine record. 


and 5s, and two interspaces above V3 and V4. 
Those above Vs show a similar pattern with 
more deeply inverted T waves. Those above 
V. show the appearance of a Q wave with a 
cove-plane inverted T wave, and the one above 
Vs shows an inverted T wave. With all this 
information it was now obvious that this man 
had coronary disease, and before seeing the 
original tracing we could presume that he had 
suffered an anterior wall myocardial infarction 
two years earlier. 


ow, having gone to great length to estab- 

lish that this man had coronary disease, 
the paradox appears. Although it is important 
to know that coronary disease is present, a diag- 
nosis largely dependent here upon the use of 
the recently improved technics in electrocar- 
diography, it is even more important to stress 
the fact that the clinical diagnosis must come 
from the clinician and not from the machine. 
Cardiologists of mature judgment have long 
been cautioning against undue dependence upon 
the electrocardiogram in evaluating the status 
of the heart; they emphasize that this portion of 
the examination is merely one facet in the diag- 
nostic study and cannot be solely relied upon 
either to rule in or rule out the presence of 
heart disease. The case being reported repre- 


“AVE 


sents an unusually fine example with which to 
corroborate such teaching. 

The electrocardiogram could tell us, with a 
reasonable degree of certainty, that this man 
had coronary artery disease; it could not tell us, 
however, whether or not his substernal and left 
arm pain was due to the coronary disease. That 
decision must rest with the clinician. In this 
case it was our considered judgment that the 
pain was of nerve root origin and the patient 
has since been relieved of his complaint through 
therapy directed at its site of origin. The electro- 
cardiographic tracing was not disregarded—we 
accepted its information and used it in our 
evaluation of the patient as a whole. It was not 
permitted, however, to take over our function 
of diagnosing the cause of the patient's ailment. 

As long as the present trends towards refine- 
ment of technic and wider usage of electro- 
cardiography continue, it will be even more im- 
portant to emphasize to the practitioner the 
definite limitations of this type of examination. 
It is impossible to overstress the facts that: (1) 
Significant heart disease may be present without 
revealing itself in the electrocardiogram; (2) 
abnormal findings in the electrocardiogram do 
not, of necessity, furnish the clinical diagnosis, 
and (3) often the electrocardiographic findings 
are equivocal, in which case they may be of no 
value in furthering the diagnostic study or may 
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FIGURE 5. Leads V3, V,, and V; are shown at the 
bottom. 1aV;, 1aV,, and 1aV; refer to leads 
taken with the exploring electrode one interspace 
above V;, V,, and V;, respectively. Similarly, 2 a 

Vs and 2 a V, were 


taken one interspace 


oe higher. These extra 
leads supply confirma- 
tory information in 
this case, those above 
V, being especially sig- 
nificant in bringing 
out a significant Q and 
a cove-plane inverted 
T wave. In some cases 


such extra leads bring 
out diagnostic infor- 


mation that is not 


lag) available in the rou- 
tine record even utiliz- 
ing the twelve leads 1, 


be of great help if correlated with the entire 
clinical picture. 


SUMMARY AND CONCLUSIONS 


A case is reported in which a man was hav- 
ing pain in the substernal and left ulnar regions 
two years after an acute myocardial infarction. 
Electrocardiography utilizing unipolar limb 
leads and multiple chest leads revealed definite 
evidence of coronary artery disease. Careful 
clinical study, however, indicated that the pain 
was due to nerve root compression rather than 
to coronary insufficiency. At surgery a large 
calcified herniated intervertebral disk, which 
was compressing the left Cz nerve root, was 
removed. The pain disappeared and has not 
recurred. 

This permits us to make three observations: 

1. A herniated cervical intervertebral disk may 
simulate the symptoms of coronary artery dis- 
ease. In the case being reported the presence of 
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DR. LUDVIG HEKTOEN 


nN July 5—a few days after his 88th 
() birthday—Dr. Ludvig Hektoen died 


in Chicago. He was of Norwegian 
parentage but by birth, by education and in 
his career, he was wholly a product of mid- 
western America. He was born in Westby, 
Wisconsin, where he spent his childhood. 
He attended briefly an academy in Madi- 
son, Wisconsin, when he was 13 years old; 
then he went to Luther College in Decorah, 
Iowa, from which he received the degree of 
Bachelor of Arts. Thereafter he attended the 
College of Physicians and Surgeons in Chi- 
cago and after his graduation was an intern 
in the Cook County Hospital. 

In the Cook County Hospital, Dr. Hek- 
toen came early under the influence of the 
great Christian Fenger, founder of scien- 
tific medicine in the Chicago area. Inci- 
dentally Dr. Hektoen first met Dr. Fenger 
personally by having sustained an infection 
for which he was treated by Dr. Fenger. The 
men of outstanding merit in the develop- 
ment of medicine in Chicago at that time, 
all pupils of Fenger, included Drs. William 
Belfield, James B. Herrick, John B. Mur- 
phy, L. L. McArthur, Frank Billings, Mal- 
colm L. Harris and E. R. LeCount. 

Dr. Hektoen practiced medicine briefly on 
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Chicago Avenue and then accepted an ap- 
pointment in Rush Medical College and 
also as registrar of the Cook County Hos- 
pital. Subsequently with Dr. Frank Billings 
and Dr. James B. Herrick he established the 
John McCormick Institute for Infectious 
Diseases and still later he built the Durand 
Hospital for Infectious Diseases. These two 
buildings are now functioning as the Hek- 
toen Institute for Medical Research of the 
Cook County Hospital. 

Just a few of the notable additions of Dr. 
Hektoen to medical advancement are the 
founding and establishment of the Institute 
of Medicine of Chicago, the founding and 
editing of the Journal of Infectious Diseases 
and, still later, of the Archives of Pathology. 
He was for many years chairman of the 
Committee on Scientific Research of the 
American Medical Association; he served 
also as chairman of the Committee for the 
Scientific Exhibit. He was president of the 
Chicago Medical Society and just a few 
years ago he was given the Distinguished 
Service Medal of the American Medical 
Association. 

Dr. Hektoen will live longest in the 
memory of men, however, because of the 
great number of young men whom he 
taught and whom he aided and whom 
he inspired—many of whom have already 
won world-wide fame in their own right. 
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His scientific research included investiga- 
tions of pathology, of immunology and of 
such practical matters as the blood groups 
and the mechanism of immunity. He was 
the possessor of a calm gentility. His per- 
sonal life was filled with tragedy which 
tempered the enormous achievements that 
he accomplished scientifically. Yet with all 
his sense of humor was unfailing. His stu- 
dents speak constantly of his self-criticism 
and objectivity, his kindness, his respect for 
history and tradition, his indefatigability 
and industry, his simplicity, his enthusiasm 
and resourcefulness, his inexhaustible pa- 
tience, his flashes of humorous irony, his 
inspiration, his insight and, above all, his 
loyalty and his friendship. 

Cicero said, “The life of the dead is placed 
in the memory of the living.” The name of 
Ludvig Hektoen will never be forgotten. 


MORRIS FISHBEIN 


VALE! FOCAL INFECTION 


Association has devoted its entire June 

issue to a sort of farewell number for 
what used to be called the theory of foca! 
infection. Briefly the theory has been that 
infected teeth in themselves may be a major 
cause of arthritis, diseases of the heart and 
of the kidney, inflammations and infections 
of the eye and of the skin. A vast amount 
of research has seemed to prove without a 
doubt that bacteria, originating in abscesses 
about the roots of the teeth, may be carried 
by the blood to various other portions of the 
body and there set up secondary infections. 
One doubts whether or not anything that is 
said in the farewell number of the Journal 
of the American Dental Association can 
eliminate entirely this concept. Nevertheless 
one may conclude that the extraction of in- 
fected teeth will not alleviate infections al- 
ready established elsewhere in the body. 
Moreover, there would seem to be some in- 
dication that extraction of teeth may be ex- 
tremely harmful in cases of rheumatic fever 
unless special precautions are taken by liber- 
al use of antibiotics to prevent secondary in- 
fections, such as subacute bacterial endo- 
carditis. 

Summarizing the opinions which come 
from a group of physicians and dental scien- 
tists working under the direction of Dr. 
Kenneth A. Easlick of the University of 
Michigan School of Dentistry, rheumatoid 
arthritis would seem to be quite certainly 
related to constitutional conditions as are 
other collagen diseases. The favorable re- 
sponse to ACTH and cortisone and the tem- 
porary relief given patients who are preg- 
nant or who develop jaundice would seem to 
establish the fact that rheumatoid arthritis 
has its origin in biochemical phenomena and 
is not a disease of bacterial origin. Similar 
conclusions have been reached for such other 
diseases as osteoarthritis, traumatic arthritis, 
gout, psychogenic arthritis, bursitis, fibrosi- 
tis, and other collagen diseases. 

Certainly there is evidence that infections 
in the gastrointestinal tract are implicated 
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in secondary infections of the kidney. Except 
for the experiments of E. C. Rosenow, little 
evidence is available that bacteria coming 
from infected teeth tend to localize in the 
kidney. Many studies have seemed to show 
relationship of infections at the roots of the 
teeth to iritis and one is inclined to believe 
that such an etiology could occur yet one 
may also question whether removal of the 
teeth would tend to bring about relief of 
iritis. 

The primary purpose of the series of arti- 
cles in the dental publication would seem 
to be an urge to save teeth whenever possi- 
ble rather than to extract them because of 
possible relationship of infections near the 
teeth to infections elsewhere in the body. 
The entire consideration may be thus sum- 
marized: “Before a decision is reached to 
extract teeth as a possible treatment for a 
condition which has not yielded to other 
treatments, it should be recalled that if the 
nutrition is important to health and well- 
being, preservation of teeth is important too. 

“Extraction of teeth can destroy the pleas- 
ure derived from eating foods and lead to 
the selection of foods of lower nutritive val- 
ue. Before dentists extract teeth at the re- 
quest of an internist who is ‘just trying to 
do something,’ it is well . . . (to determine 
if there is) sufficient evidence to warrant 


the extraction.” 
MORRIS FISHBEIN 


THE DECLINE OF SYPHILIS 


HE rise of our knowledge of syphilis 
[reat began with the establishment of 

the use of heavy metals in the control 
of the condition. Later came the isolation of 
the spirochete, the development of the Was- 
sermann, Kahn and other tests, the use of 
arsphenamine, of derivatives of bismuth and 
more recently the use of antibiotic drugs. 
We may now say with reasonable assurance 
that syphilis can be conquered. 

Recently the city of New York eliminated 
the appropriation in its budget for venereal 
disease clinics. It is now possible for the 
family physician to care for these patients 
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successfully in his office. The city of Chicago 
reports that the decline of syphilis has been 
so great that special facilities are no longer 
required. Indeed, the clinics of the city of 
Chicago find difficulty in securing suitable 
cases of syphilis. for demonstration to medi- 
cal students in the educational institutions. 

Now comes a report from the Committee 
on Syphilis and Social Diseases of the Min- 
nesota State Medical Association. In a note 
Dr. H. G. Irvine, director of the Division 
of Venereal Diseases of the Minnesota De- 
partment of Health, calls attention to the 
fact that asymptomatic neurosyphilis can in 
many instances be treated successfully with 
penicillin and thus the costs of later hos- 
pitalization avoided. Penicillin is provided 
by the State Department of Health and can 
be given by the patient’s physician in his 
office. The report is directed to the physi- 
cians of the state with the hope that their 
cooperation will result in complete control. 

Since 1925, when 4300 cases of syphilis 
were reported to the Minnesota State Health 
Department, a steady decline has occurred 
until 1949, when there were 700 cases of all 
types. In that year, however, only 69 cases 
of early syphilis were reported compared to 
671 of the same type recorded in 1946. In 
1949, 73,627 live births were recorded in 
Minnesota and only one was recorded as 
having congenital syphilis. 

Most striking in the report is the follow- 
ing paragraph: 

“Penicillin is effective in early syphilis, in 
preventing congenital syphilis and in the treat- 
ment of neurosyphilis as well as in the late 
types of skin and osseous forms of the dis- 
ease. It is not of material help in cardiovascu- 
lar syphilis. The early recognition of neuro- 
syphilis by spinal fluid examination and the 
judicious use of penicillin will reduce mate- 
rially the number of patients with tabes dorsalis 
and general paresis (dementia paralytica).” 
Penicillin has a cure rate in excess of go 

per cent when given to patients with early 
syphilis. The earlier the penicillin is started, 
the better are the results. Usually 6,000,000 
units given in a period of 15 days is highly 
effective. Occasionally a patient will suffer a 
relapse with reappearance of certain syphi- 


litic phenomena. Under such circumstances 
a second course of treatment is given. At 
present new studies are being made with 
other antibiotics. Exceedingly difficult cases 
may be treated with arsenicals and bismuth, 
especially when there is a recurrence of a 
strongly positive blood test. 

Reinfections are much more common in 
early syphilis following penicillin therapy 
than they were under older systems of treat- 
ment. Nevertheless, the treatment of early 
syphilis with antibiotic drugs means an im- 
mediate decline in the infectiousness of 
great numbers of persons who formerly 
might have been counted on as sources for 
the distribution of the disease. Continuous 
early detection of cases of syphilis, prompt 
treatment with the efficient antibiotic drugs, 
control of relapses and secondary manifesta- 
tions with second courses of treatment and 
with the use of the arsenicals and bismuth 
means that syphilis can be eliminated as a 
major disease. Perhaps syphilis can be elim- 
inated as effectively as typhoid has been 
eliminated in the United States. That result 
was accomplished through the application 
by the medical profession and the public 
health services of knowledge obtained by 
research. It was achieved without police 


methods or the technics of state medicine. 
MORRIS FISHBEIN 


DR. JAMES H. SALISBURY, 
SALISBURY STEAK OR 
HAMBURGER, AND THE 
SALISBURY DIET 


urING World War I propagandists who 
D wished to dissociate themselves from 
any relationship whatever to the Ger- 
man language reverted in their choice of a 
name for chopped beef—fried or broiled— 
from the commonly used name of ham- 
burger steak to a previously used name 
“Salisbury steak” or, in the case of extreme- 
ly politically-minded and patriotic restau- 
rateurs, to “liberty steak.” . 
In 1887 Dr. Salisbury published a pam- 
phlet and a book, describing in great detail 
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the rationale of a method of dieting which 
he considered suitable for such unrelated 
conditions as chronic interstitial nephri- 
tis, diabetes, obesity, rheumatism, uterine 
fibroids, tuberculosis and tabes. The primary 
substances involved in his diet were broiled 
beef steak and coffee. 

Dr. Clyde Cummer of Cleveland, who last 
October completed and published an investi- 
gation of the subject,* finds that during the 
Civil War Salisbury reported to the Sur- 
geon General of the Army in Ohio his suc- 
cess in controlling so-called “camp diarrhea” 
by putting all cases on broiled beef steak and 
coffee with anti-fermentative medicines. The 
Army authorities were so pleased with his 
favorable results that they asked him to de- 
vise an Army ration. He went to Cincin- 
nati, hired six laboring men to board with 
him, and got them to volunteer to live on 
Army biscuit and coffee. In 18 days all de- 
veloped chronic diarrhea which he insisted 
was the same as consumption of the bowels. 
Dr. Salisbury himself also developed the 
condition while he lived on the same diet. 
When all were placed on the diet of beef 
steak and coffee, they soon became well. 

In his writings, Dr. Salisbury gave minute 
directions for the preparation of the beef 
which was to be entirely muscle pulp of lean 
meat made into cakes. The beef was to be 
scraped or chopped and the resulting pulp 
patted into cakes with just enough pressure 
to make them hold together during cooking. 
As side dishes he allowed a variety of other 
meats and fish, all of which were to be cook- 
ed. Gradually other foods were added. He 
reasoned that human beings were about two- 
thirds carnivorous and one-third herbivorous 
and that therefore the diets of human beings 
should be two-thirds lean meat and one-third 
vegetable. 

The Salisbury diet became increasingly 
popular both in the United States and in 
Great Britain. Many testimonials were de- 
veloped from people suffering from a variety 
of diseases. Incidentally Salisbury himself 
lived to be 81 years of age, and a woman 

*Cummer, Ciype L.: Dr. James H. Salisbury and the Salisbury dict. 


Ohio State Archacological and Historical Quarterly, Vol. LIX, No. 4 
(October) 1950. 
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physician and her husband who lived on 
the Salisbury diet for many years became 
octogenarians. 

The dictionary defines hamburg steak as 
finely ground or chopped beef, and a cook- 
ing dictionary describes it as filet mignon, 
scraped, not seasoned, and broiled for in- 
valids. All of this is most interesting infor- 
mation but a thorough search fails to reveal 
how the Salisbury steak ever came to be 
known as a hamburger. Incidentally in dic- 
tionaries generally it is supposed to be a 
hamburg and hamburger seems to be the 


American modification. 
MORRIS FISHBEIN 


SLEEP, BLESSED SLEEP! 


LEEP,” wrote Thomas Dekker, “is the 
S golden chain that ties health and our 

bodies together.” In one of his essays 
on the enjoyment of living, Lin Yutang 
said: “It is amazing how few people are 
conscious of the importance of the art of 
lying in bed, although actually in my 
opinion nine tenths of the world’s most im- 
portant discoveries, both scientific and phil- 
osophical, are come upon when the scientist 
or the philosopher is curled up in bed at two 
or five o'clock in the morning.” I would call 
attention to the phrase “the art of lying in 
bed.” Since approximately one third of all 
of men’s living hours—and women’s too— 
are spent in bed, the importance of the place 
in which sleeping is accomplished and the 
manner of sleeping can hardly be over- 
estimated. 

Ulcers and insomnia seem to be our most 
widespread and interesting complaints at 
this period, in what for some reason is called 
civilization. Add “overweight” and you will 
have the basis for the features from a health 
point of view in all leading newspapers 
and periodicals. As might be expected a 
goodly portion of such material represents 
faddism and folly rather than any scientific 
concept. 

In New York a Federal Court heard testi- 
mony relating to the sale of a so-called 
sleep-producing record called “Time to 
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Sleep” when the Government sought to re- 
strain its sale on the ground that those 
listening to the record would not secure the 
sleep that the purveyor promised. A store 
in New York that specializes in novelties 
has devices for eliminating sounds, lights, 
tactile sensations, snoring and other disturb- 
ers of the slumber that refreshes. Great 
tomes have been devoted to the physiology 
of sleep without apparently arriving at com- 
plete understanding of the phenomenon. 

The stresses, fears, speed and anxieties of 
our time make sleep more difficult to secure 
and thereby more greatly prized. The sales 
of barbiturates and other hypnotic drugs 
have achieved startling figures. All of us 
realize, nevertheless, that sleep achieved 
without resort to such artificialities as drugs 
and devices is as preferable to that induced 
by drugs as is activity of the bowel without 
cathartics and enemas. What should con- 
stitute ideally the formula for easily induced, 
restful sleep? 


Habit or a regular time 
Control of stimuli such as light, sound, and 
temperature 
Freedom from mental disturbances such as 
worries, anxieties or emotional upsets 
A spring and mattress that minimize tactile 
stimuli yet so fully support the tissues 
that strain is removed from muscles and 
ligaments 
Elimination of internal stimuli such as 
bulky, indigestible masses, tension-pro- 
ducing air or gases, excess fluids requir- 
ing elimination 
Knowledge of how to relax either piece- 
meal or in toto 
A sleep posture that comes naturally 
Sig: To be taken daily, or better nightly, when 
going to bed. 
O. Morpheus, M.D. 
The treatment seems simple, doesn’t it? 
But doctor, what about single beds or double 
beds? What about one pillow or two? What 
about electric blankets? What about . . .? 
Well, you can always read yourself to sleep 
with a properly selected book; or you can 
work till you get tired. I agree here with 
Nietzsche: “It is no small art to sleep; to 
achieve it one must keep awake all day.” 


MORRIS FISHBEIN 


rH 


OCHESTER, Minnesota, is probably the most 
un-typical Middle Western town in the 
whole precisely labelled Upper Midwest. 

It’s rather like a college town, and it’s vaguely 

reminiscent of a shrine where the hopeful and 

the despairing alike come to be healed. More- 

over, in spite of its American skyscrapers, to a 

seasoned traveller it preserves lingering traces 

of a feudal duchy. But the people who live there, 

aware of their town’s pre-eminence, are im- 

mensely proud of it, and of everything that has 

contributed to its world-wide reputation. And 
some of those factors induce not merely awe- 
struck pride but a warmhearted affection as 
well. Of such is 95 year old Dr. Christopher 

Graham. Disdaining to repeat a formal street 

address, any taxidriver will deposit you with a 

flourish at the big Colonial house of mellowed 

brick and pause for a solicitous greeting to the 
white-haired doctor who’s still perfectly capable 
of coming to the door to welcome his guests. 

Thrift, however, is a habit we don’t easily dis- 

card, and for his own transportation the doctor 

prefers the jitney bus on the tree-shaded street 
beyond his front garden. And bobby-soxers or 
business men put out a friendly hand, and are 
likely to mention that they rode to town with 

Dr. Graham and that they were glad he was 

looking fine. 

It’s neither chance nor the sheer accumulation 
of years that has bestowed on him so enviable 
a place in the community. Recognition is so 
widespread because Dr. Graham has worked 
with unflagging enthusiasm and outstanding 
ability in many fields: in medicine, in stock 
breeding, in dairying, in gardening, in civic 
betterment. In addition he minored in teaching, 
in raising horses, in chicken farming. And even 
with that list we’ve omitted that he played on 
the first football team of the University of Min- 
nesota! 

The close relationship of his hobbies and his 


achievements is made clear only when one un- 
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“Few have done so much...” 


derstands his origin, the environment of his 
youth and early manhood, and the intense de- 
sire for learning that has always burned within 
him. His love of farming was bred into him. 
With his father, mother and the first five of a 
family of 13 children, he arrived in Olmsted 
County by covered wagon in June 1856, an in- 
fant barely 13 months old. His father pre-empted 
a quarter-section of land some eight miles west 
of Rochester in what is now Kalmer township. 
There, working the rich farmland, helping care 
for the farm animals, molded by the hardships 
and responsibilities of a pioneering life, he grew 
up. Schooling, eagerly as he desired it, was inade- 
quate and intermittent. Sometimes there were 
classes at the country schoolhouse near the farm; 
once, when Christopher was already 20 and had 
barely finished ordinary arithmetic, there were 
four months of Loofborough’s private school in 
Rochester. And with that precious initiation he 
turned to and taught a term himself in Kalmer 
township! 

Then in ’78 came the first full year of school- 
ing the lad had ever known—at the Rochester 
Training School, designated by its founder and 
chief instructor, Sanford B. Niles, as an in- 
stitution specializing in” “fitting for college.” 
That meant languages: Latin, Greek, German, 
French, English (in both common and higher 
branches), and such graceful additions to the 
classical curriculum as music, drawing and 
painting. Not only Christopher Graham, but his 
sisters Dinah and Edith, attended, as did over a 
hundred other young people from nearby coun- 
ties, among them John J. Lawler, a future 
bishop of the Catholic church; J. Paul Goode, 
later an outstanding university professor of 
geography; J. D. Farrell, later president of the 
Spokane, Portland and Seattle Railway; and by 
no means last or least, the Mayo boys, Will and 
Charlie. Not very many years later Edith 
Graham, after taking professional nurse’s train- 
ing in Chicago, teaching other girls the rudi- 
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ments of nursing and acting as anesthetist, of- 
fice secretary and bookkeeper to the Doctors 
Mayo, married Dr. Charlie! As his wife she was 
not only a gay and good companion, but a true 
partner, informed in her husband's professional 
field and delighted to join happily and intelli- 
gently in his activities. And Dinah Graham 
stepped into the role of medical office worker, a 
position she left to be married in her turn. 

Nor can we omit boisterous, colorful William 
Graham, extraordinary brother to neat, sensi- 
tive, modest Christopher, who came to Roches- 
ter to be business manager for the Mayos’ 
growing medical practice. Once a cheese and 
butter maker in the little village of Byron, he 
went on to be overseer of cheese factories of a 
big St. Paul creamery, and finally set up a 
grocery business of his own which he left to 
manage the collecting, bookkeeping, banking 
and payroll for the Mayo-Stinchfield-Graham 
combination. 


“Mr. Graham’s coming made little change in 
the method of collecting, which was highly in- 
formal. Each doctor set his own fees and took the 
money from those who paid on the spot, putting 
it in his pocket or in a table drawer to be turned 
over to Mr. Graham at the end of the day, to- 
gether with the scrap of paper or old envelope on 
which he had jotted down the names of those who 
had not paid. Occasionally he also penciled a brief 
‘no pay’ or ‘could pay nothing’ alongside the case 
history in his ledger.” (pp. 384 and 385, “The 
Doctors Mayo”—H. B. Clapesattle) 


tt in all a remarkable family, those Gra- 
hams—13 children, none of them lost in 
infancy, all of them feeling so strongly the pull 
of their native heath that 11 lived near and are 
buried in Rochester; the wanderer went only to 
Missouri; and the survivor, white-haired Dr. 
“Kit,” shakes his white head gravely as he ob- 
serves, “We were just an ordinary family— 
common sense, yes, plenty of that. But not bril- 
liant, no real brilliance.” 

You’d think a stock breeder would put more 
emphasis on the blood line, and that he’d won- 
der if the name and the place of origin of the 
Graham parents—near Carlisle in northern Eng- 
land and very close to the Scottish border— 
didn’t underline Scotch tenacity and Scotch 
enterprise in a distant wilderness watered by an 
alien river. Christopher’s mother was a remark- 
able person in her own right; perhaps it was 
through her that the inclination for doctoring 
came to her son. She was a competent mother, 


a friendly neighbor, a good Christian—and it 
was with her able assistance that 240 children 
in the community came into the world. She 
never lost a child, for like many pioneer women 
brought up in the traditions of an older civiliza- 
tion she understood how to minister to women 
in their hour of travail; and she did so, willing- 
ly, graciously, undeterred by the burdens of her 
own large family or the dangers of storm and 
savages. 

In little Christopher Graham’s childhood In- 
dians were not a myth but an ever-present lurk- 
ing terror to overshadow his brightest days and 
taint his dreams with blood, stabbings, screams 
of agony. Even now, as he sits in his comforta- 
ble study, musing on nearly a century of life and 
the dramatic development that lifetime has seen, 


he shudders as he recalls the child’s fears. 


“Those experiences were enough to make a 
coward of anyone—they were frightful. We got 
news of the massacre at New Ulm, and we 
never knew when it would be our turn. When- 
ever there was an alarm we younger children 
would be hidden in the cornfields. Then the 
settlers further north hanged 39 Indians. And 
we were afraid of their revenge—Sioux they 
were, I think, and Chippewas.” 

The Indian massacres were in *62, and in an 
old man’s memory they were infinitely nearer 
to the Minnesota settlers than the confusing 
issues of the Civil War, a purely political con- 
cern. “There was inflation of course, and things 
were a long time straightening out. It was hard 
at home too. My father was a Democrat—Cop- 
perhead some called him. He wouldn’t enlist, 
either; said he’d go if they drafted him before 
he’d pay a substitute, but he didn’t want to go 
a’firing at Southerners, probably all good 
Democrats. Then it turned out my father had a 
bad knee so he didn’t have to go at all—and his 
oldest son was just too young to go. And now 
it’s turned out that Lincoln was right, and my 
father was wrong . . . Well, I saw conditions 
after the first World War like those after the 
Civil War; and I see them again today—infla- 
tion, high prices. It takes a long, long time to 
get over a war.” 

Perhaps it’s as well that current beliefs anent 
the scarring of the personality by early child- 
hood traumas were still undisclosed by time and 
Freud. The brave parents who entrusted their 
little sons and daughters to the precarious shel- 
ter of the tasselled rows of corn were mercifully 
spared a further pang of anxiety. 
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And so, in 1882, 26 year old Christopher 
Graham, farm youth, son of indomitable, stern 
yet kindly and God-fearing parents, presented 
himself for admission to the University of Min- 
nesota. No battery of tests or panel of faculty 
advisors awaited him. Their function was not 
only discharged but far exceeded by the Uni- 
versity’s president, William Watts Folwell. A 
glint of that long-remembered incredulous de- 
light touches old Dr. Graham's face as he re- 
lives the experience. 

“I hardly thought they'd take me. There I 
was—26 years old, just a farmer. And besides I 
loved the farm; I wanted to learn, but I wanted 
to go on being a farmer too. I loved animals. I 
told President Folwell all that—and do you 
know what he said? He said the University 
wanted serious men like me! Said I'd learn 
faster and work harder than some of the real 
young ones who didn’t care as much. Of course 
I'd have to take a sub-freshman year, but I 
didn’t mind that. I should say not! 

“You know, if he'd told me to forget the 
idea and go on home I'd have gone . . . But I 
do wish,” and the old doctor’s blue eyes clouded 
with wistfulness, “I do wish I'd known then I 
could take more Latin. Never had but one year; 
I've treasured that all my life. Every educated 
man should know Greek and Latin; I tried to 
teach myself Greek with a dictionary and gram- 
mar, but it’s hard that way, too hard . . .” 

Of the more practical hardships, of leaving 
college for a term or two terms to work to re- 
plenish his finances, Dr. Graham has little to 
say. Out of those strenuous striving years he 
has distilled a word of advice for those whose 
university years are here and now. “Never miss 
a term, a day, an hour! You think you can make 
it up. You can’t; no one can. Keep at it, ever- 
lastingly at it.” 

He says he owed much during the five years 
it took him to complete his course to the en- 
couragement of Professor Hutchinson who lived 
at the same boarding house. No doubt he did, 
and no doubt another friend urged him to go 
out for football. He did, and made the team. 
He was a bit below medium height but stocky 
and muscular. “Really I should have been a 
tackle or a back. I guess they put me at guard 
because of my age. Players paid all their own 
expenses in those days, including their own fare 
when playing out of town.” 

But the hard core of determination that 
kept him working and learning and struggling 
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was Christopher Graham’s own will. When he 
taught country school at a little town on the 
stage route, he took it as a matter of course that 
he should walk back and forth to Rochester on 
the week ends. “Fourteen miles each way didn’t 
seem much then .. . It’s only now that I know 
what I missed having to give up school every 
few months to earn more money.” 

Following his graduation with the class of 
1887, he taught chemistry and natural philoso- 
phy at the Shattuck School at Faribault for two 
years, but he was restless, still eager to go on 
learning. Accordingly, he entered the class of 
veterinary medicine at the University of Penn- 
sylvania, and in June 1892 took his degree. It 
was on that occasion that he received the Lip- 
pincott Prize, awarded to the member of the 
graduating class who had attained the highest 
general average in the three year course. There- 
after one year as veterinarian to the Experiment 
Station and Agricultural College of the Univer- 
sity of Minnesota was enough to confirm him 
in his longing to study medicine and become a 
healer of men. 


ounc Christopher Graham never lacked am- 

bition but he was held back by the diffi- 
dence that kept him constantly questioning his 
own ability, hesitating to put it to the test. Per- 
haps it was well for him that the friends of his 
youth, Drs. William J. Mayo and Charles H. 
Mayo, not only encouraged him but, in 1894, 
when he received his degree of doctor of medi- 
cine from Pennsylvania, invited him to join 
them in their rapidly growing practice. 

And so at 38 he started upon his first career 
proper, and for the following 10 years he led 
the hard, strenuous, varied, richly rewarding 
life of a country doctor, complete with horse 
and buggy, night calls (much of the practice in 
obstetrics fell to his lot), and inarticulate, suf- 
fering, blindly trusting patients. Dr. Graham 
was deeply conscious of his responsibility and— 
characteristically—of what he insisted on think- 
ing of as his shortcomings. 

“They were so good, those farm women, so 
uncomplaining, so grateful. And yet there was 
really very little I could do for them. At least 
we doctors knew enough by then to wash our 
hands.”—With a start one realizes how close, 
after all, are Lister and Semmelweis to our 
own antiseptic lives|—“Never any hot water, 
sometimes you couldn’t find anything to heat 
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(Above left). Dr. Graham studies some farming and 
stock-breeding journals. 
(Photograph courtesy Friends Magazine.) 


(Above right). In this picture, taken about 1910, Dr. 
Graham is shown standing on the steps of the old 
Clinic Library. 


(Right). Dr. Graham and a young member of the 
family near the pool in the beautiful garden at 
Grahamholm. 


it in after you got the fire going. No clean 
towels, no rags even. Not a woman to help— 
and then finally the child would come all right. 
Nothing had happened, but how I'd worry if 
the postpartum temperature went up, even a 
degree or two! But in all those years I never had 
a woman die.” The blue eyes lighted with pride 
as the echo of devoted Jane Twentyman Gra- 
ham’s words floated in the shadows of the book- 
lined alcove where her son sat. 

“Young men now—all that training they 
have—four years, three year internship, and the 
sterile conditions in modern hospitals—they’ll 
never be a menace even if they're no great 
shakes. If I had it all to do over again, I think 
I'd like to train for obstetrics, specialize in it. 
Even when their children were sick the women 
were so patient. Lots of children had diph- 
theria; no inoculation against it then. And 
typhoid, there was lots of typhoid when I was 
young .. . Not in our family though; maybe 
because we always had clean dairy herds. Just 
mumps, chickenpox and such with the Graham 
young ones, and then ‘Old Doctor’ would come 


out; you know, Dr. William Worrall Mayo.” 

As a matter of fact it was neither in obstetrics 
nor pediatrics that Christopher Graham found 
his field of greatest achievement, but in diag- 
nosis where his skill and insight were little 
short of phenomenal. In the years immediately 
before and after 1900 the Mayos, together with 
Dr. Augustus Stinchfield and Dr. Graham, 
were seeing and caring for literally hundreds of 
patients a month. In spite of frequent enlarge- 
ments they had outgrown the offices in the 
Cook Block where the Mayos had been ever 
since Dr. Will’s graduation, and where Dr. 
Graham had his own examining room with a 
small laboratory next door where he made blood 
analyses, especially leukocyte counts, and simple 
tests in urinalysis. 
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(Above left). Dr. Graham and one of 
his great-grandchildren. 

(Above right). A recent photographic el 
study of Dr. Graham in his home. 


(Right). With Dr. Graham here are Elizabeth (left) 
and Kate Fitzgerald, “well and agreeably known to 
the ‘old’ members of the Clinic staff.” 


“The most important beginning Dr. Graham 
made was in gastric analysis. By numerous experi- 
ments medical scientists had determined the chemi- 
cal state to which a normal digestion will reduce 
a prescribed amount of food in a specified number 
of hours, and certain variations from that normal 
state were supposed to have diagnostic significance. 
The presence of free hydrochloric acid was said to 
mean ulcer and the absence of it cancer, for in- 
stance, and that differential diagnosis was one Dr. 
Will was especially eager to be able to make. So 
patients with serious stomach symptoms were sent 
to Dr. Graham, who fed them the prescribed rolls 
and water after a night of fasting, then in a few 
hours gave them a tube to swallow and pumped 
out their stomach contents for analysis. 

“.. . such was the meager beginning of ‘clinical 
pathology’ in the Mayo practice. Since the labora- 
tory work was necessarily incidental in Dr. Gra- 
ham’s day, he never became expert at it and in a 
few years resigned it to other hands. But he had 
started it.” (p. 365, “The Doctors Mayo”—H. B. 
Clapesattle) 


trot more than one “first” to be chalked 
up to Dr. Graham’s credit, but the progress 
in medical science in the past 50 years has been 
phenomenally rapid—as no one is more eager to 
point out than modest Kit Graham himself— 
and his most enduring achievement lies in the 
field of diagnosis. There his patience, persistence 
and painstaking care combined with his warm 
human understanding to make him a diag- 
nostician without peer. He “was a shining light 


to us who floundered in the depths of gastro- 
enterologic diagnostic shadows.” “He impressed 
me with the importance of the human side of 
medicine . . . any patient who came under his 
care, no matter what his station in life may have 
been, was given his best efforts.” And to some 
earnest young pupils of his those efforts seemed 
to smack of the supernatural. “Sure,” one of 
them recollects, “I’d put my hand on the pa- 
tient’s abdomen and try to figure out what it 
was that Dr. Graham had found that he was 
so excited about. I couldn’t feel anything.” 

The old doctor himself is mildly and charac- 
teristically deprecatory about all the pother. 
“Why, it was all in the day’s work. I didn’t have 
the surgeon’s terrible responsibility. I saw pa- 
tients and passed ’em along. A goose could do 
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it!” Unwittingly, perhaps, he gives us a clue 
there to one factor that had helped to develop 
his sensitiveness and skill. To a man who had 
cared for a suffering calf and learned to distin- 
guish between colic and a probably fatal ob- 
struction, a patient, no matter how vague the 
account of his pains, must have presented small 
difficulty. In this connection some of the entries 
in the old case ledgers are eloquent, even though 
they show little of the wealth of experience be- 
hind the brief notations. For instance he care- 
fully listed the complaints detailed by a man 
from Sleepy Eye before adding, “Well as ever 
he was, so says his wife.” A man from South 
Dakota: “Thinks he has been poisoned by his 
daughter-in-law. Bad in bowels and can’t sleep. 
Diag.—Insane.” And a patient from Canton: 
“Feels weak, pain no particular place, some 
water trouble, constipated. Full of witchcraft 
nonsense.” 

Very often he had to “pump hard” to get the 
story. Of one from Hayfield he wrote: “Can’t 
get much out of her. Seems to be neurasthenic 
and dumb.” And of another, from Butternut, 
“All complaints hard to get, she unable to speak 
or understand English and interpreter poor.” 
On the other hand were those who were too 
articulate. A woman from Woodstock not only 
complained of spells of crying and screaming 
but “gave me a sample of her scream.” And 
another, a man this time, was put down: “In- 
definite. A long-winded Dutchman.” 

The young assistants he trained, many of 
them now on the list of distinguished physicians 
emeritus themselves, speak of Dr. Graham with 
warmth and affection. Two who stand out in 
his own memory for their ability and fine per- 
sonal qualities are Dr. Robert Mussey and Dr. 
Leda Stacy. In a graceful and carefully pre- 
pared tribute to Dr. Graham which was read at 
a dinner in his honor given by the Elks some 
nine years ago, Dr. Mussey incorporated the 
following account, sent him by Dr. Stacy. It is 
typical of the recollections of many of the doc- 
tor’s old colleagues and reveals his gentle humor 
and the unresting conscientiousness that tinged 
even his love of fun. 


“Dr. Graham truly practiced the art as well as 
the science of medicine. He was not a didactic 
teacher, but to hear him extract a logical history 
from a most illogical patient’s story was a lesson 
in perseverance, patience and tact, and to stand 
by and watch his skillful examination of the pa- 
tient and observe the correlation of history and 
findings to arrive at a diagnosis was great train- 
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ing for us all. He quickly sensed the tension and 
anxiety of the patient, ill and in unfamiliar sur- 
roundings, and by humorous turning of a phrase, 
a discussion of the patient’s business or hobby, 
would at once put the person at ease, knowing he 
had found a friend as well as a skillful physician. 
Because of his many interests and wide reading 
and his sincere interest in people he could always 
hit upon a subject of common interest. He was a 
psychologist without realizing it. 

“At times his joking remarks were taken seri- 
ously. One experience disturbed Dr. Graham great- 
ly and led him to say he would never joke again, 
but fortunately he could not stifle his delightful 
little tricks. 

“The incident I refer to occurred when the 
clinic was located in what is now the Weber and 
Judd drug store. The patients sat on hard, wooden 
chairs, lined up tightly against the wall, on either 
side of the long hall, and kept in exact line by 
faithful but dogmatic Jay Neville. There was no 
complicated appointment system in those days, and 
each doctor took the patient outside his door hold- 
ing the little square card bearing the next consecu- 
tive number. On this occasion the two numbers 
next in order were held by two ladies from Wis- 
consin, and when Dr. Graham came out of his 
office to inspect the registration cards, he told 
the Wisconsin ladies that he was sorry but we 
took all the Minnesota ladies first and they would 
have to wait until another day. Then he disap- 
peared into his office. When he came out, after a 
few moments, to take the two ladies into his office, 
he was chagrined not to find them and to learn 
from the patient nearby that they had gone to 
their hotel to wait until the next day! Dr. Graham 
was greatly distressed, called Cora Olson and asked 
her to telephone all the hotels until the two wom- 
en were located. In those days that was not a large 
order. The women were promptly located, re- 
turned and joined in the laugh, much to Dr. 
Graham's relief. 

“The members of that early Mayo, Graham, 
Plummer and Judd partnership were great men 
and great teachers, and it was a rare privilege to 
have been associated with them.” 


= sense of responsibility has always been 
one of Dr. Graham’s most marked charac- 
teristics. It was bred into him and influenced his 
behavior in many ways. Because of it, when he 
was a youngster, he never had the temerity to 
borrow from more affluent neighbors the pre- 
cious books which would have meant so much. 
Money was scarce, the few books in the com- 
munity treasured possessions, and he would not 
ask for the loan of them. Nor did he feel that 
he could assume the obligations of marriage 
until he was not only making his own way, but 
firmly established. By 1899 his position was as- 
sured, and in January he was married to Eliza- 
beth Blanche Brackenridge, daughter of a family 
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long notable in Olmsted County and in the 
state. Her father, Walter Lowry Brackenridge, 
a lawyer of Scotch ancestry, had come from 
Pennsylvania to Rochester in 1856 and there had 
achieved a distinguished career. At one time 
his law offices were in the business block now 
occupied by the Colonial Hospital, and the 
beautiful brick house with its wide-spreading 
gardens where Dr. and Mrs. Graham now live 
incorporates much of the original dwelling built 
by the Honorable Walter L. Brackenridge in 
the early ’70’s. 

There were two children of the marriage— 
Malcolm, who followed the paternal pattern by 
playing on the University of Minnesota football 
team; and Elizabeth Blanche, now married to 
George M. Lowry, a business man in Rochester. 
The old couple have not only grandchildren 
but two great-grandchildren to rejoice their 
hearts. And as for the original pioneering Gra- 
ham family with its five girls and eight boys, 
it can now claim 170 descendants living within 
a reasonable radius of the old homestead once 
called “The Willows,” but later, when Dr. Gra- 
ham bought it outright and made it the center 
of his breeding and dairy experiments, re-chris- 
tened “Grahamholm.” Or as his admirers in the 
Holstein Friesian World more poetically phrase 
it: “Among the rolling hills that face the Zum- 
bro Valley, where happy childhood days were 
spent and wistful memory lingers, upon a foun- 
dation of foresight, straightforwardness, and in- 
tegrity, has been builded a monument to a man. 
They call it Grahamholm.” 


S° here we have a man who was the first in- 
tern at famous St. Mary’s in Rochester and 
its attending physician for 25 years; an early 
partner of the Mayo brothers and for many years 
their Senior Diagnostician; a man who in 1901 
began publishing medical papers with such 
titles as “The diagnosis of gallbladder disease,” 
“Chronic appendicitis,” “Diagnosis of ulcer of 
the stomach.” A successor says of that early 
work: “Dr. Graham's systematic and thorough 
study of symptoms, correlated with the findings 
on examination of the patient, disclosed much 
previously obscure knowledge of the symptoms 
of stomach and gallbladder diseases, and formed 
the foundation on which many later publica- 
tions on these subjects were built.” And there 
are many more who speak with sincere admira- 
tion of his contribution in those days when, as 
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the doctor himself puts it, “going ahead in 
knowledge was mighty slow and painful—an 
inch at a time, maybe just a quarter-inch a 
year. And then there was the germ theory. 
What a great advance that was. And the really 
marvelous leaps and bounds the last few years. 
Young men have so much more to base their 
diagnoses on nowadays.” 

Dr. Graham’s character and medical achieve- 
ment are outstanding, but what makes him 
unique is the diversity of his interests with an 
enviably high level of accomplishment in each 
field. To distinguish between duodenal ulcer 
and cancer of the stomach (without benefit of 
gastroscope!) was a fine thing, but to have bred 
the world’s champion butter and milk pro- 
ducers over all ages and over all breeds at the 
time the records were made demands homage 
from a whole different set of people. Similarly, 
to be presented with an honorary life member- 
ship in recognition of your contribution in grow- 
ing flowers and shrubs adds another segment 
of the population. Not to mention the honor of 
having a handsome white shaggy peony, a new 
variety developed by the ace of growers, Mr. 
A. M. Brand, affectionately dubbed “Dr. Chris- 
topher Graham.” 

To the doctor himself, who has always pur- 
sued knowledge and found ways of using it in 
everyday living, there’s nothing very extraordi- 
nary about this multiplicity of endeavor. “Now 
you ask why I specialized in the Holstein- 
Friesian breed. Why, they’re nice cattle. When 
I was a boy my father bought Holstein bulls. 
The Friesian cattle come from northern Hol- 
land, you know, and these that we’ve developed 
around here are the largest milk and butter 
producers going. Besides, their milk’s the best 
for children—nearest thing there is to human 
milk. Sure, Jersey milk is richer; too rich in 
fat globules even for their own calves some- 
times. Have to give ‘em to Holstein cows to 
wet-nurse “em ... Yes, I’ve had some fine 
herds. Guess I’ve been handed as many ribbons 
as the next man.” 

As a matter of fact, to the delight of his fam- 
ily and old friends, the doctor’s competitive 
spirit has been long-lived and hardy. Even last 
year he showed Holstein cows and bulls at the 
State Fair where he did very well indeed, and at 
many local county fairs he was on hand to accept 
the prize ribbons in person. Fine looking cattle 
they were too, for just as important as milk 
production, in Dr. Graham’s opinion, is con- 
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formation. “What's the use of having a flower 
if it’s not beautiful?” he asks. “What's the use 
of having a droopy old cow even if it does pro- 
duce a lot of milk?” 

The doctor’s various careers have run concur- 
rently for it was not until 1919 that he resigned 
from the Mayo Clinic, and he had started to 
build his first great Holstein herd in 1905. He 
began his cattle breeding on the assumption 
that the proper procedure was to mate the best 
cows with the best bulls obtainable. Following 
this method he bred prizewinners that were to 
win him the acclaim of breeders everywhere. 
For example, one of them, Grahamholm Colan- 
tha Segis’ Maid, for three consecutive years pro- 
duced over 33,000 pounds of milk annually. A 
handsome animal, one of whose sons was later 
sold to a Japanese buyer, she herself brought 
an even $3000 at public auction. 


Frer the dispersal of his herd in 1927, Dr. 
Graham had neither time nor inclination to 
retire to a chimney corner and boast of past 
accomplishments. Fired by what he had learned 
by experience and by keeping abreast of devel- 
opment in genetic theory he began to build a 
new herd from a strain of Holsteins purchased 
from Carnation Farms near Seattle. Remarking 
that he hadn’t really known how to breed Hol- 
steins in his first venture, he abruptly changed 
his methods to follow line breeding or inbreed- 
ing. That practice, he avers, was productive of 
more consistent and satisfactory results. In any 
case, he again built up a championship herd 
for which—among other achievements—he was 
honored by his friends and neighbors on his 
eighty-fifth birthday. Representatives of the 
Mayo Clinic, the Chamber of Commerce, the 
Rotarians, the Olmsted County Holstein Breed- 
ers Association, the Garden Clubs, along with 
his friends and neighbors, all united to do him 
honor. No one presented him with a cow, but 
there were plants and rose bushes and peony 
roots and birthday cakes. Moreover they all sum- 
marized their feelings very neatly on a scroll 
commemorating the occasion. It read: 

“To Doctor Christopher Graham, diplomate in 
both veterinary and regular medicine, authority on 
diseases of the upper part of the gastrointestinal 
tract, practical farmer, patron of animal husban- 
dry, public minded citizen, unannounced doer of 
good to scores of his fellow men, on this the oc- 
casion of his eighty-fifth birthday, his many friends 


and townsmen present this scroll in token of affec- 
tion and esteem.” 


As a young man when Christopher Graham 
had switched from veterinary medicine to the 
study of medicine proper he had banterinyly 
remarked to friends, “Well, you see I had to 
make the change. Nothing else for me to do be- 
cause I wasn’t strong enough to throw a horse!” 

And soon after he was 85 he relinquished all 
of his active part in stock raising. True, he was 
still mentor and guide to many in that field, 
and the local chapter of Future Farmers of 
America, desiring to honor one who had done 
so much to advance agriculture and help rural 
young people, officially adopted the name Chris- 
topher Graham Chapter. Less time for animals 
meant there was more for flowers. The doc- 
tor’s love of knowledge still burned brightly and 
his competitive spirit was keen. Gardening, 
which had long been one interest among many, 
absorbed him with special emphasis on lilacs, of 
which he has specimens of every known variety, 
and his first love, peonies. 

His special “peony friend,” Dr. John Cren- 
shaw, also a distinguished doctor emeritus of 
the Mayo staff, recalls with quiet humor “Dr. 
Chris’” initiation into that specialized branch of 
horticulture. “It was in the early *30’s, the second 
time we held a peony show here, and Ellis, the 
Graham chauffeur, brought four blooms over 
for diagnosis and naming. The old doctor just 
thought they were handsome flowers. And in- 
deed they were! Without a word to him I en- 
tered them in the show, and Dr. Chris walked 
off with blue ribbons in a new field. Then his 
competitive spirit took over and he bought 
roots right and left. At one time he grew be- 
tween 200 and 300 varieties in his patch.” 

That last word is an example of masterly un- 
derstatement since a peony patch may, and often 
does, cover two acres or more. 

“He had a Martha Bullock—that's a pink—that 
took Best Flower in the show once, but then he 
got so enthusiastic that he fussed around with 
‘em too much. Moving ‘em, experimenting with 
different kinds of soil. Now peonies are like chil- 
dren—a little wholesome neglect does ‘em good 
sometimes. You never can tell though. Just last 
year the president of the American Peony Show 
was out here, and he said Dr. Chris had some of 
the most beautiful blossoms ever grown. Too bad 
we haven’t been able to put on a local show since 
the war. In this climate our early varieties bloom 


from the tenth to the twentieth of May. I always 
see that some of the very first go to Uncle Chris.” 


The glowing, heavy-headed flowers must 
speak eloquently to the old doctor whose earliest 
memories of struggle and hardship are lighten- 
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ed by his wondering delight in the myriads of 
wildflowers he knew as a child. He could re- 
joice in them simply for their beauty, untouch- 
ed by any burden of responsibility that oppressed 
him when he was dealing with human lives. His 
patients found him comforting, fatherly, con- 
structively helpful in a warmly human way that 
no modern team of trained social workers and 
counselors can even approximate. But beneath 
that sympathetic understanding lay the anxious 
self-questioning of his own wisdom that made 
him, even in the years of his greatest influence 
and achievements, so genuinely modest a_per- 
son. And therefore, as a man, Christopher Gra- 
ham is perhaps best described, not by words of 
praise by former pupils or associates now famous 
in their own right, but by the statement of the 
Minnesota Livestock Breeders Association. It 
reads: 


“He is quiet and unassuming, almost shy, with 
a great capacity for friendship. In a long, useful, 


busy life, he has never been known to do or to say 
an unkind thing. He has given freely of his time 
to the various organizations that stood for progress, 
for many years a director of the State Holstein 
Association. He has been a supporter of the Farm 
Bureau and of the extension activities in his coun- 
ty. He has been a patron of the Olmsted County 
Fair, giving the ground and many of the build- 
ings—always giving, never asking. Many young 
breeders have been encouraged and helped by 
their contact with him. Few calf club tours or 
shows have been held in his county without his 
presence. 

“Few people have done so much and asked so 
little. His kindly face has been a welcome sight 
at breed gatherings and cattle shows for the past 
30 years. We want him to know that he retires 
with the sincere love and admiration of all men 
who are interested in the livestock development of 
Minnesota.” 


To this there should be appended a footnote 
to the effect that these sentiments are shared by 
those—pupils, patients, family, friends, associates 
—whose lives, even remotely, have touched his. 

Lucie C. Dernarp 
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ow to alert practicing physicians to their re- 
H sponsibility of detecting cancer early? The 
paucity of effective answers to this question 

has long plagued physicians, cancer control of- 
ficials and educators. The American Cancer Society 
is attempting to find the answer by an intense, co- 
ordinated effort to educate physicians at all levels. 

There is abundant evidence that practicing phy- 
sicians should not be considered immune to addi- 
tional information concerning cancer. The major- 
ity of physicians in active practice today were 
graduated from medical schools at a time when 
cancer was considered a quite hopeless disease; no 
formal training in cancer was given the student 
unless, indeed, it had the special interest of his 
preceptor. 

Until the advent of the present full attack on the 
ways and means of keeping the doctor accurately 
informed concerning the all-important period of 
early malignant disease, programs of educating the 
physician had been inadequately supported and 
thereby limited in effectiveness. If we can succeed 
in teaching the public the importance of prompt 
investigation of persistent symptoms which may 
mean cancer, it is obvious that the physician will 
be consulted with increased frequency by people 
who have early localized disease. General practi- 
tioners make up over 80 per cent of all practicing 
physicians. Thus, this is the group which has the 
opportunity and responsibility for obtaining and 
disseminating information which should lead to 
the early diagnosis of cancer. 

Yet, what is the record? Why is it important to 
attempt to interest the doctor in cancer? Pack and 
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Gallo in 1938 carefully studied 1ooo cases of proved 
cancer and found the cause of delay in the diag- 
nosis of the disease could be directly laid to the 
doctor in 1, per cent of the cases, at the feet of 
the patient and the doctor in another 18 per cent. 
In a follow-up study Leach and Robbins in 1946 
found the doctor responsible in 27.8 per cent, both 
patient and doctor in 10.8 per cent. Leach and 
Robbins point out that a good segment of the 
patients in their group received improper treat- 
ment judged by modern average standards. Haa- 
gensen has repeatedly stated that 27 per cent (or 
more than one in four) of patients coming to him 
with cancer of the breast had been given the wrong 
advice by the first doctor whom they had visited. 
The average delay in his series in these patients 
prior to the correct advice and diagnosis was 63 
weeks! 
What is being done to alert the busy doctor? 


1. UNDERGRADUATE TEACHING 


Certainly the best place to teach doctors to rec- 
ognize cancer is in the medical school. An attempt 
is currently being made to integrate the presenta- 
tion of cancer to medical undergraduates. Six mem- 
bers of the National Advisory Cancer Council of 
the National Cancer Institute met in 1946 with 22 
medical school deans and educators to discuss the 
problem of cancer teaching. The conferees recom- 
mended that the deans and faculties of medical 
schools (1) survey their teaching of cancer; (2) 
consider introducing integrated courses in the dis- 
ease; (3) stimulate cancer research in their schools, 

(Continued on page A-50) 
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not only for itself, but as an aid to teaching and 
a stimulus to student interest, and (4) that the 
U.S. Public Health Service find a way to provide 
financial assistance to improve cancer instruction 
in the schools. 

Since the first funds were allocated by the Public 
Health Service in June, 1947, all but one of the 
medical schools in the United States have applied 
for and received grants ranging to $25,000 a year. 
Today, 77 schools of medicine are participating in 
this grant-in-aid program. 

At each school a “cancer coordinator” has been 
appointed to integrate the many facets of cancer 
into a horizontal or vertical teaching program for 
the undergraduate. During the past two years the 
cancer coordinators have met to discuss their in- 
dividual and mutual problems. 


2. CLINICAL FELLOWSHIP PROGRAM 


Discussions of postgraduate training in cancer 
diagnosis and treatmeit involve to a considerable 
degree the quite controversial question of the “can- 
cer specialist.” The fact is that there is a respectable 
number of men with general training and special- 
ized training in clinical cancer who are now oc- 
cupying positions of leadership in clinics, institutes, 
medical schools and private practice—and these, 
confined to cancer. There also are wide reaches of 
the United States where no cancer facilities exist, 
because there are no competent men to run them. 

Thus, in 1948 the Society established clinical 
fellowships to enable young physicians of promise 
to attain high degrees of competence in the diag- 
nosis and treatment of cancer. The concept which 
led to the establishment of this program was based 
upon the recognition of the need for more spe- 
cialists thoroughly trained to employ the radical 
surgical and the precise radiation technics which 
successful management of cancer demands. For 
example the fate of hundreds of patients with can- 
cer is being decreed daily in hospital operating 
rooms throughout the country, and these decrees 
are based not only on the extent of disease found 
at operation, but also upon the ability and courage 
and experience of the surgeon. What is nonresect- 
able to one man may be merely a difficult opera- 
tion for another. 

Thus, the clinical fellowships were set up to 
increase the supply of physicians qualified to offer 
their patients the practical maximum possibilities 
for cure. 


3. FELLOWSHIPS IN EXFOLIATIVE 
CYTOLOGY 


At the Society’s Symposium on Exfoliative Cyto- 
logic Diagnostic Technics held in 1948, it was the 
opinion of the delegates that training facilities in 
exfoliative cytology were urgently needed to train 
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qualified pathologists and clinicians in teaching 
pathology, as well as to provide facilities for tr. n- 
ing technicians. 

At the same time the delegates recommeniied 
that the American Cancer Society proceed to «n- 
gage the interest and support of institutions ind 
laboratories in setting up such training progra:ns 
where the best facilities appeared to be available. 
On this basis nine laboratories were selected in 
which American Cancer Society fellows in exfolia- 
tive cytology now are trained. 


4. PUBLICATIONS 


(a) Cancer—Since cancer has become an in- 
tegral part of the activity of every practitioner of 
medicine, and since through private and public 
funds great financial resources have been made 
available for investigation and treatment of cancer, 
an additional outlet for the publication of the 
steadily increasing volume of work has long been 
deemed essential by the profession. 

Before the publication of Cancer there was in 
America no journal that accepted for publication 
papers dealing with all aspects of the cancer field: 
clinical, experimental and educational. Three years 
ago Cancer was first published and now has a sub- 
scription list of about 4000 clinicians, investiga- 
tors, cancer control officials, medical libraries and 
students. The journal is published bimonthly, and 
is edited by Dr. Fred W. Stewart, Pathologist, 
Memorial Cancer Center, New York. 

(b) Monograph series—A series of monographs 
on the early diagnosis of cancer is being written 
for the practicing physician by a number of the 
country’s leading specialists. These brochures pre- 
sent the subject by anatomic site or system. They 
constitute a serial textbook of clinical cancer and, 
in addition to their primary value in offering an 
up-to-date review of the subject, provide the doctor 
with a ready reference source of practical useful- 
ness. They are distributed, without charge, bi- 
monthly to more than 160,000 physicians, residents, 
interns and senior medical students. Five have ap- 
peared to date and the sixth and seventh on cancer 
of the stomach and lymphobiastomas and leukemias 
will make their appearance in 1951. 

Believing the dentist to be in a strategic position 
to detect early cancer of the oral cavity, the 
Society has distributed a monograph, “Mouth Can- 
cer and the Dentist,” written especially for the 
dental profession by Dr. Hayes Martin, to more 
than 80,000 practicing dentists and dental students. 

(c) CA—A Bulletin of Cancer Progress—This 
digest-type journal employs modern editorial and 
illustration technics to attract the doctor who feels 
he does not have enough time to read medical 
literature. The issues of CA are mailed to 50,000 

(Continued on page A-52) 
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physicians bimonthly, alternating with the mono- 
graph series. Essentially the publication consists of 
digests and abstracts of recent articles on cancer of 
practical value to the doctor in his office, one or 
two feature articles, again of a practical nature— 
such as the present status of hormone therapy in 
advanced breast cancer, the family doctor’s follow- 
up and care of his patient with a colostomy, etc.— 
an historical section, clinical pathologic conference, 
questions and answers, news stories of scientific, 
legislative, and popular interest pertaining to can- 
cer, and a newsletter describing new cancer tests 
and “cures” reported with increasing frequency in 
the daily press. 


5. AUDIO-VISUAL AID MATERIALS 


(a) Professional film series—A series of six pro- 
fessional films on the early recognition of cancer 
and technics in its diagnosis has become a reality 
in the past two years with the production of the 
first three films. This is a joint project of the 
American Cancer Society and the National Cancer 
Institute of the U.S. Public Health Service, and 
the films are designed for showings to physicians 
at state and county medical meetings, hospital staff 
conferences, medical schools, refresher courses, etc. 
The first film, “Cancer: The Problem of Early 
Diagnosis,” is designed to illustrate the curability 
of early diagnosed cancer by modern surgical and 
radiotherapeutic technics, as well as to indicate the 
all-important role of the general practitiener in 
influencing the survivorship of his patient. 

The second film, “Breast Cancer: The Problem 
of Early Diagnosis,” describes the normal anatomy 
and embryology of the breast, explains physiologic 
variations, presents the differential diagnosis of 
breast lesions, and reviews and illustrates the ear- 
liest diagnostic signs and symptoms of breast can- 
cer using actual patients and animated diagrams. 
The third film, “Gastrointestinal Cancer: The 
Problem of Early Diagnosis,” reviews the inci- 
dence of cancer of the esophagus, stomach, small 
intestine, colon and rectum, and stresses the im- 
portance of painstaking, orderly study of patients 
with symptoms referable to the gastrointestinal 
tract, and illustrates the step-by-step application of 
various examinations. 

To alert women everywhere to the importance of 
examining their own breasts monthly, the film, 
“Breast Self-examination,” presents clearly and 
without fear the basic problem of cancer of the 
breast, the role of the woman herself and that of 
her physician. This 15-minute film has been first 
shown to physicians to apprise them of its mes- 
sage—and then to organized women’s groups. 

(b) Professional film loan library—In order that 
the Society may be the repository for all good 
films on cancer produced by physicians and pro- 
fessional producers, it has endeavored to procure 
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as many of these as possible for its lending library, 
This library now consists of more than 80 films on 
all phases of cancer, although they deal primarily 
with treatment. Copies are constantly being loaned 
to medical and nursing schools, hospitals, post- 
graduate courses and to individual physicians. 

(c) Lantern slide series—A series of lantern slices 
in Kodachrome illustrating the signs of early can- 
cer by site is being collected for professional speak- 
ers and teachers desiring visual aid material to 
augment their talks. With each set will go a sylla- 
bus outlining the morphologic characteristics of 
each lesion illustrated, its differential diagnosis and 
its classification—each set being available for loan 
by the various divisions of the Society to nearby 
medical schools. 

(d) Professional exhibits—To stimulate interest 
in cancer by the family doctor and to review for 
him many of cancer’s more subtle symptoms and 
signs, a comprehensive professional exhibit pro- 
gram has been undertaken. During the past four 
years seven exhibits on various phases of the cancer 
problem have been constructed—using models, 
charts, x-rays, etc.—and have been shown widely at 
national, state and county medical meetings where 


cancer has been discussed. 


6. MEDICAL MEETINGS 


As an important adjunct to the Society’s efforts 
(1) to facilitate the interchange of new informa- 
tion and to encourage the development of new 
ideas, and (2) to hasten the clarification of matters 
of doubt and controversy, a group of conferences, 
meetings and symposia have been undertaken. 
Among them may be mentioned (1) the Confer- 
ence on Exfoliative Cytology previously indicated; 
(2) the National Cancer Conference, sponsored 
jointly by the American Cancer Society and the 
National Cancer Institute, consisting of 11 panels 
on cancer by site in which were brought together 
investigators, clinicians, and cancer control officials 
to discuss quite informally their individual and 
mutual problems; (3) the Conference on Cancer 
Detection, which attempted to appraise the cancer 
detection movement now general in the United 
States; (4) scientific sessions conducted in con- 
junction with the annual meeting of the Society; 
and (5) refresher courses, conducted by divisions 
of the Society, where new developments in diag- 
nosis and therapy are explained to practicing physi- 
cians, thereby augmenting their formal medical 
schooling. 

Thus we attempt to reiterate to the physician his 
paramount role in suspecting cancer in each dif- 
ferential diagnosis by many ways and means and 
at many levels, by audio-visual aid materials and 
films produced by the Society and the Public 
Health Service, the Film Library, lantern slides, 
professional exhibits and by medical meetings. 
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New Drugs and Instruments 


Information published in this department has been sup- 


CASTLE “777” SPEED-CLAVE 


purpose: New high speed pressure steam autoclave de- 
signed for the doctor's office. 

DESCRIPTION: Fully automatic and simple to operate, 
the autoclave has the following safety features: (1) 
door which cannot be opened when autoclave is 
under pressure; (2) low-water cut-off which resets 
automatically; (3) three pressure safety features— 
safety valve, automatic heater cut-off and a safety 
release. 

The “777” Speed-Clave reaches the spore-killing tem- 
perature (253° F.) from a warm start in three min- 
utes, from a cold start in seven or eight minutes. 
At this temperature, instruments are 100 per cent 
sterile in 10 minutes, cotton goocs in 15 minutes. 

Stainless steel throughout, the autoclave weighs only 
15 pounds and will fit on a 9%” by 13” surface. 
Door size, 6%” diameter; sterilizing chamber, 12/2” 
long by 5” wide by 5%” high; tray size—2 trays— 
12” by 4%”. Operates on 110 volt A.C. 

propucer: Wilmot Castle Company, Rochester, N. Y. 


PENICILLIN TABLETS WITH TRIPLE 
SULFONAMIDES 


purPosE: Oral use when both penicillin and sulfonam- 
ide therapy are indicated. 
coMPosiTION: Each tablet contains: 


Crystalline potassium penicillin .. 100,000 units 


INDICATIONS FOR vusE: Mild infections produced b 
streptococci, pneumococci, gonococci and in other 
infections of mixed etiology. 

How supp.iep: Bottles of 100 and 1,000 tablets. 

propucer: Lederle Laboratories Division, American 
Cyanamid Company, Pearl River, N. Y. 


PROMETRON 


purpose: Treatment of secondary amenorrhea of short 
duration due to endocrine deficiency. 

composition: Each cubic centimeter contains: 

Estradiol benzoate USP. ................. 2.5 mg. 
Crystalline progesterone U.S.P. ............ 12.5 mg. 
in oil solution. 

DOSAGE AND ADMINISTRATION: Two intramuscular injec- 
tions of 1 cc. each on successive days. In most cases 
uterine bleeding will occur in from three to six 
days after the last injection. 

How suppPLiep: Single boxes of two 1 cc. ampules; 
packages of 3 boxes. Also available in 10 cc. vials, 
in boxes of 1 vial and 6 vials. 

propucer: Schering Corporation, Bloomfield, N. J. 


plied by the manufacturers of the products described. 


ILLUMINATED PROTRACTOR WITH 
MAGNIFYING SIGHTING LENS 


DESCRIPTION: Magnifying sighting lens enlarges the en- 
tire area of the protractor, thus making marking 
lines easier to read. Location of the lens establishes 
the position of the eye directly over the target area 
so that parallax errors are reduced to a minimum. 
Illumination behind the protractor insures clarity of 
every marking line in the target area and facilitates 
accurate positioning of all bifocals and trifocals. 

A fiber ring device prevents the lens from rocking 
when marking the concave side and also eliminates 
possibility of lens scratches. Additional marking 
lines above the 180 degree axis line permit trifocals 
to be marked without rotating the protractor. New 
centering marks on the go degree and 180 degree 
axis lines also permit easier and more accurate cen- 
tering of various size lenses. The protractor is pro- 
tected between two transparent plastic sheets. 

propucer: American Optical Co., Southbridge, Mass. 


KALPEC* 


Description: The product formerly known as Kao- 
MAGMA® witH PECTIN has been renamed to KALPEC. 
There is no change in formulation of the product. 

propucer: Wyeth Incorporated, Philadelphia, Pa. 

*Trademark applied for. 
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acute 
vitamin deficiencies 


A sudden drop from adequate to grossly 
inadequate vitamin intake results in fast 
tissue depletion and functional changes. 
Ordinarily, physical lesions do not appear. 
If tissue depletion is rapid enough, death 
may ensue with slight or no morphologic 
variation. 


Treatment of acute deficiencies 


Fully therapeutic dosages of all the vitamins 
indicated in mixed vitamin therapy should be 
given. Under intensive therapy recovery from 
acute vitamin deficiencies usually is made in a 
comparatively short time. 


THERAGRAN supplies clinically proved, truly 
therapeutic dosages of all the vitamins indi- 
cated in mixed vitamin therapy. 


Each Theragran Capsule contains: 
Vitamin A 25,000 U.S.P. Units 


Vitamin D 1,000 U.S.P. Units 
Thiamine HC! 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000 


When the deficiency is acute specify Theragran and 
correct the patient’s diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB 


New Drugs and Instruments 


VITAMIN K ANALOGUE 


purpose: Primarily to counteract overdosage phe om- 
ena of pIcUMAROL.* 
COMPOSITION: Each 2 cc. contains: 
Tetrasodium 2-methyl-1, 4-naphtho- 
hydroquinone diphosphoric ester 


) COE 75 mg. 
Sodium metabisulfite ..................... mg. 
Water for injection ..... qs. 


Preserved with phenol 1) per cent 
INDICATIONS FoR usE: If prothrombin activity falls be- 

| low 15 per cent during the course of dicumarol 
therapy, or if bleeding occurs, Vitamin K Analogue 
should be injected slowly intravenously over a period 
of one minute. Since the effect of this dose becomes 
apparent only after several hours, transfusion of 
fresh citrated whole blood of the proper type, or 
fresh plasma, should also be employed. 

DOSAGE ANP ADMINISTRATION: Two cc. (75 mg.) intra- 
venously. 

HOW suPPLIED: Sterile solution in 2 cc. ampules; quan- 
tities of 5, 25, 50 and roo. 

propucer: The Upjohn Company, Kalamazoo, Mich. 

*Trademark. 


PONDETS* 
With Bacitracin 


PuRPOSE: Treatment of oral infections. 

composition: Each fruit-flavored penicillin-bacitracin 
troche contains 20,000 units of penicillin and 50 

| units of bacitracin, the taste of which is completely 

| masked. 

| DESCRIPTION: These penicillin-bacitracin troches sup- 

| 

| 

| 

| 


plant the present troche formulation containing peni- 
cillin as the single agent. 

propucer: Wyeth, Inc., Philadelphia, Pa. 

*Trademark. 


| PROFERRIN 


PuRPOsE: Treatment of hypochromic microcytic anemia. 

composition: A stable, sterile solution of saccharated 
iron oxide containing the equivalent of 20 mg. of 
available iron per cubic centimeter. 

DOSAGE AND ADMINISTRATION: Administered by slow in- 
travenous injection. 

HOW SUPPLIED: In 20 cc. vials. 

propucer: Sharp & Dohme, Inc., Philadelphia, Pa. 


TOLANATE 


PuRPosE: Management of essential hypertension. 

| DESCRIPTION: Makes available the hypotensive properties 
of inositol hexanitrate, which has been found par- 

ticularly effective in emotional hypertension and the 

hypertension of the menopause. 

DOSAGE AND ADMINISTRATION: Average dose is 10 mg. 
three or four times daily after meals and at bedtime; 
dosage may be increased if necessary. 
| HOW SUPPLIED: In 10 mg. tablets, bottles of 1oo and 


1000. Tolanate with phenobarbital is also available, 
each tablet containing 10 mg. of inositol hexanitrate 
and 16 mg. (% gr.) of phenobarbital; it is available 
in bottles of 100 and 1000. 

propucer: C. S. C. Pharmaceuticals, New York, N. Y. 
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CLUSIVOL CAPSULES 


purpose: Extensive dietary reinforcement with essential 
vitamins and minerals. 

coMposiITION: Two capsules provide: 
Vitamin A (synthetic) ......... 25,000 U.S.P. units 
Vitamin D (irradiated ergosterol) 2000 U.S.P. units 


Thiamine HCl (B,) ...... 10.0 mg. 
Riboflavin (B,) .......... 5.0 mg. 
Pyridoxine HCl (B,) ...... 1.0 mg. 
Panthenol, equivalent to 10.0 mg. 

of calcium pantothenate 
Vitamin B,. (as concentrate) 2.0 micrograms 


as determined by microbiologic assay 
Folic acid 


2.0 mg. 
Nicotinamide ............ 100.0 mg. 
Vitamin E (as mixed tocopherols 

natural) .. a 10.0 mg. 
Vitamin C (ascorbic acid) 150.0 mg. 
Inositol . 30.0 mg. 
Choline—from choline bitartrate . 30.0 mg. 
d-Methionine . 20.0 mg. 
Cobalt—from cobalt sulfate 0.1 mg. 
Copper—from copper sulfate 1.0 mg. 
Boron—from sodium metaborate 0.2 mg. 
Iron—from 4 gr. ferrous sulfate 

exic. 76.2 mg. 
Calcium—from dicalcium phos- 

Manganese—from manganous sul- 

fate ver 1.0 mg. 
lodine—from potassium iodide 0.15 mg. 
Molybdenum—from sodium 

molybdate .. 
Potassium—from potassium sulfate 5.0 mg. 
Zinc—from zinc sulfate . 1.2 mg. 
Magnesium—from magnesium 

sulfate 6.0 mg. 
Phosphorus—from dicalcium 

127.4 mg. 


INDICATIONS FOR UsE: Treatment of the aging patient 
and pre- and postoperatively, etc. 
DOSAGE AND ADMINISTRATION: Suggested dosage is 2 
capsules daily. 
propucer: Ayerst, McKenna & Harrison, Ltd., New 
York, N. Y. 


CHLOROMYCETIN OPHTHALMIC 
(Powder for Solution) 


purpose: Prophylactic, antibacterial agent for treatment 
of eye infections. 

DESCRIPTION: This dry powder contains Chloromycetin 
(chloramphenicol, Parke, Davis) from which the de- 
sired concentration may be prepared by the addition 
of sterile distilled water. 

INDICATIONS FOR Use: After removal of sharp foreign 
bodies from the eye, and in treatment of infections 
such as bacterial conjunctivitis when due to sus- 
ceptible organisms. 

How suppLiep: Each vial contains 25 mg. Chloro- 
mycetin in dry powder form with a borate buffer 
equivalent to 100 mg. of boric acid. 

Propucer: Parke, Davis & Company, Detroit, Mich. 

(Continued on page A-58) 
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chronic 
vitamin deficiencies 


When vitamin intake is just below the 
adequate, deficiencies develop slowly. As 
time goes on lesions appear. They are 
insidious in onset and slow in regression, 
even under intensive therapy. Many chron- 
ic lesions progress uneventfully. The pa- 
tient accepts his ill-health as normal. 


NUTRITIONAL STATUS 


Treatment of chronic deficiencies 


Chronic deficiencies require prolonged ther- 
apy. At first treatment should be intensive. A 
much longer period of complete but less in- 
tensive treatment should follow. For a year 
after apparent recovery the patient should be 
given fully protective amounts of the essential 
nutrients. 


THERAGRAN supplies all of the vitamins indi- 
cated in mixed vitamin therapy in clinically 
proved, truly therapeutic dosages. 


Each Theragran Capsule contains: 


Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Thiamine HC] 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000 


When the deficiency is chronic specify Theragran and 


correct the patient’s diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB 


**THERAGRAN’* M., E. R. SQUIBS & SONS 
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LITE-MITE “BULB” 


DESCRIPTION: Incandescent work lights may be convert- 
ed to fluorescent by screwing “bulb” into any ordi- 
nary lamp socket. Existing work lights remain as 
originally installed, adding the 300° rotation of the 
Lite-Mite “bulb” shade for more efficient focusing. 

“Bulb” contains two 4-watt fluorescent lamps and all 
control components within the 2” by 6” shade. The 
fixture produces over 400 per cent more light for 
equal wattage than does the ordinary incandescent 
lamp. Illumination up to 500 footcandles at 3” to 5” 
working distance is provided and the lamps are 
rated at 7500 hours average life. External surfaces 
are finished in light gray baked enamel; reflector 
is finished with high reflectance white baked enamel 
for durability and appearance. Size is 1%” high, 2” 
wide, and 614” long; weight is 14 ounces. 

HOW DISTRIBUTED: Nationally by electrical wholesale 
and specialty dealers. 

propucer: Stocker & Yale, Marblehead, Mass. 


Abbocillin 800M (Abbott Labs) 

Aerosporin (Burroughs Wellcome) 

Atralose (Chilcott Labs) 

Blood Fractionator (American Optical Co.) 

Cortogen Acetate Ophthalmic Suspension (Schering) 

Cortone Acetate Ophthalmic Suspension and Ointment 
(Merck & Co.) 

Diucardyn (Ayerst, McKenna & Harrison) 

Emergiset (Davis & Geck) 

Evans Blue Dye (Warner-Hudnut, Inc.) 


New Drugs and Instruments 


New products approved for inclusion in this department but for which space 
is not available this month are listed below. Detailed descriptions of these drugs 
and instruments will be printed in subsequent issues. 


DXC 2.0-4.5 X-RAY TUBE 


DESCRIPTION: New type of x-ray tube, having conc: 
tric focal spots, makes it possible to use one tube | \r 
both straight roentgenography and for spot-fi!» 
work. Tube has no effect on straight roentgen. 
ography, since the energy ratings for either foc.! 
spot are not affected. 

propuceR: General Electric Co., X-Ray Department, 

Milwaukee, Wis. 


PICKER PORTABLE DARKROOM 


DESCRIPTION: Requires 29 by 44 inches of floor space, 
and contains everything necessary to process x-ray 
films. The three-compartment processing tank 
stands against one end. A swinging shelf can be 
lowered to provide a workbench for loading cas- 
settes, etc., and snap-locks against the wall when 
developing film. Two shelves afford storage space 
for films, timer, etc. Door is equipped with louvres 
and can be locked from the inside. Exterior finished 
in olive green enamel and the interior is painted 
orange. 

propucer: Picker X-Ray Corporation, New York, N. Y. 


DOCEHEMA* CAPSULES 


puRPosE: Multipurpose hematinic. 
composition: Each capsule contains: 


Ferrous sulfate exsiccated ........ 129.0 mg. (2 gr.) 
Folic acid . 
Vitamin By v.s.P. 
Ascorbic acid .... 


Insoluble liver fraction .......... .192.0 mg. (3 gr.) 

INDICATIONS FOR Use: Treatment of most of the com- 
monly encountered microcytic hypochromic or mac- 
rocytic hyperchromic anemias. 

DOSAGE AND ADMINISTRATION: In iron deficiency anemias 
in adults, 5 to 8 capsules per day (10 to 16 gr. of 
ferrous sulfate) are usually considered adequate. 
Dosage depends on response of the patient. 

HOW suppLieD: Bottles of too gelatin capsules. 

propucerR: International Vitamin Division, Ives-Cam- 
eron Co., Inc., New York, N. Y. 


*Trademark. 


Full and Empty Tags (Ohio Chemical & Surgical 
Equipment Co.) 

Gevral Capsules (Lederle Labs) 

Low Sodium Meat Products (Armour & Co.) 

“MD” Measuring Tape (Master Rule Mfg. Co.) 

Quotane (Smith, Kline & French) 

Ritter Multi-Purpose Tables (Ritter Co.) 

Robalate (A. H. Robins) 

Sharcillin (Sharp & Dohme) 

Supervoltage Weapon (General Electric Co., X-Ray Dept.) 


| 

= 


For added patient benefits 
per NURSE-HOURS EXPENDED 


DERMASSAGE 


>>>> now with HEXACHLOROPHENE 


> To help prevent bed sores 
wy > To aid in massage for every purpose 
te premote the patient’s comfort 


Dermassage confers certain special benefits not inherent in the 
massage or in all massage adjuncts, for instance: 
SKIN LUBRICATION, provided by lanolin and olive oil in a 
soothing emollient cream, which reduces the occurrence of skin 
cracks and irritation resulting from dryness. 


CLIP HERE and attach REFRESHING COOLNESS, produced by true Chinese men- 
out LETTERHEAD thol crystals in liberal proportion. Rapid evaporation and loss 
ty of skin moisture are avoided. 


BACTERIA REDUCTION with hexachlorophene, effective 


1 Trial Sample of 


libero 5 OWITE germicidal agent of low toxicity. Minimizes risk of initial in- 
EDI CLE ANSER fection; an added protection where skin breaks occur in spite 
$URGI cAL of precautions. 


ond 
instruments come spotiessly DEODORANT VALUE, supplied by hexachlorophene. 
10- to 20- min 


bing A safeguard against skin discomfort or damage 
while patient is confined to bed or wheel 
chair. Used and approved in thousands of 
hospitals, coast-to-coast, and on the 
SON CHEMICAL COMPANY recommendation of doctors, nurses 
30 W. Washington St-, ago and hospitals to patients 
returning home. 


film-free ofter 
immersion in Edisonite’s pro 


jarmiess 
fingers” solution. 
glass ond rubber: 
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d EDISON’S GRATEFUL for 


EDISON CHEMICAL CO. 
An gene Aid 30 W. Washington, Chicago 2 


vatient Care Please send me, WITHOUT OBLIGATION, 
wth your Professional Sample of Dermassage. 
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The Medical Bookman 


THE NEUROSES* 


HE modern practicing physician, confronted 

with the diagnosis and treatment of psycho- 

somatic diseases, is offered the choice of one 
of two courses: either to refer them to a psychiatrist 
or to take the responsibility for their cure himself. 
Since 40 to 60 per cent of all patients—men, women 
and even children—suffer from nonorganic or non- 
somatic diseases, and because there are not enough 
psychiatrists to go around, all doctors must carry 
out their obligations to these people with as much 
sincerity and competence as they do to those suffer- 
ing from organic diseases. 

Unfortunately too many physicians take to the 
woods when they are confronted with emotionally 
disturbed people. By and large they have neither 
the time nor the training to deal with them. More- 
over, they approach them with fear of failure, or 
personal distaste. Because of this regrettable situa- 
tion Dr. Alvarez’ book is a valuable and timely 
contribution to the medical profession. 

The author is an internist of 45 years’ clinical 
experience, 20 of which were served at the Mayo 
Clinic. He has trespassed on the sacrosanct field 
of psychiatry. It is an unorthodox and dangerous 
adventure but it is not forbidden. He admits his 
trepidation in approaching his task. He felt “a bit 
of an inferiority complex wondering what an in- 
ternist was doing, writing on neuroses and minor 
psychoses.” Because of his rare opportunity to 
observe so many mistaken diagnoses, so many un- 
necessary operations, and because he is a humani- 
tarian and a crusader, he is justified in publishing 
his experiences and opinions. 

This book bears very little resemblance to the 
usual book on psychiatry. Colloquialisms and sole- 
cisms take the place of psychiatric terminology. The 
use of neurosis, psychosis and psychopathy as syn- 
onyms confuse their accepted differences. Because 
he is not sure of any difference between neurosis 
and psychoneurosis as used by other authorities, he 
prefers to ignore the latter term. Having listened 
to many complaints by many physicians that the 
psychiatric verbiage is difficult to understand and 


*The Neuroses; Diagnosis and Management of Functional Disorders 
and Minor Psychoses. By Walter C. Alvarez, M.D., Professor of Medi- 
cine, Emeritus, Mayo Foundation, University of Minnesota; Emeritus 
Consultant in Medicine, Mayo Clinic, Rochester, Minnesota. 667 pages. 
1951, W. B. Saunders Company, Philadelphia & London. $10.00. 


WALTER C. ALVAREZ 


that they are baffled by the many speculations and 
unsettled controversies over the nature and causes 
of neuroses, the author has taken the bull by the 
horns, settled many questions on the observational 
level and called it a day. 

Thumbing through the index the reviewer was 
surprised not to find the famous name of Freud. 
Can a book on neurosis be comprehensive and of 
practical use to the average physician without in- 
cluding the fundamental contributions of Freud? 
Psychiatrists would answer emphatically with a 
NO. Dr. Alvarez, however, answers his critics by 
reminding them that 85 per cent of the psycho- 
somatic syndromes which challenge the practitioner 
are the common external factors, such as strain, 
worry, overwork, unhappiness, anxiety, grief, busi- 
ness failures, chronic fatigue and physical illness. 
Any one or more of these superimposed upon the 

(Continued on page A-70) 
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PREVENTING BORDERLINE NUTRITIONAL STATES 
IN CHILDREN 


N recent years increasing interest has 
been focused on the relationship be- 
tween nutrition and the physical, mental and 
emotional development of children. It is now 
well recognized that listlessness and apathy in 
the child frequently may be nothing other than 
manifestations of a borderline nutritional state 
resulting from faulty food selection and in- 
adequate consumption. Moreover, such seque- 
lae of faulty nutrition often respond dramati- 
cally to improved food habits.* 
For preventing borderline nutritional states 
in children due to food whims, poor choice of 
foods, or lack of interest in eating, Ovaltine in 


milk enjoys long-established usefulness. Its 
rich content of biologically complete protein, 
vitamins and minerals can supplement even 
grossly deficient diets to optimal nutrition. The 
delicious flavor of Ovaltine invites its accept- 
ance and lends interest to eating when the ap- 
petite lags. Children particularly like Choco- 
late Flavored Ovaltine. 

Three servings of Ovaltine in milk furnish 
the supplementary amounts of nutrients shown 
in the appended table. 


*Baumgartner, L.: Wider Horizons for Children; The Mid- 
century White House Conference and Children’s Nutrition, 
J. Am. Dietet, A. 27:281 (Apr.) 1951. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO I, ILL. 


Coaltize 


Three servings of Ovaltine, each made of Y2 
oz. of Ovaltine and 8 oz. of whole milk,* provide: 


VITAMIN A 
VITAMIN B; 1.16 m 
RIBOFLAVIN 

NIACIN 

VITAMIN C 

VITAMIN D 

CALORIES 


*Based on average reported valves for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they cre virtually identical in nutritional content. 
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PROTEIN. . 32Gm. 
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fertile soil of defective heredity may be responsible 
for neuroses without the presence of deep-seated, 
post-traumatic sub- or unconscious conflicts as per 
psychiatric dictum. He lays particular blame for 
this on the soil. 

The chapter on history-taking is excellent. In 
view of the neglect of this aspect of diagnosis in 
medical education, it should be a must for every 
medical student. He emphasizes the importance of 
being meticulous about details, of cross question- 
ing the patient to make sure what he means by 
each complaint, of checking the reliability of the 
patient’s answers. And after he has taken as much 
time as he thinks is necessary, he always asks the 
patient, “Is there still something that you would 
like to talk about?” 

In this machinery age, the stress in medical edu- 
cation has been on the use of laboratory methods 
of diagnosis while the use of the five senses has 
become a lost art. It is the author’s conviction that 
there is too much aimless routine ordering of tests 
before a careful history is taken and the patient is 
carefully observed. The modern intern asks for 
an x-ray of the chest before he listens to it. There 
is a temptation these days to have the laboratory 
make our diagnoses for us, especially when we 
are pressed by too many patients in the office. He 
warns against accepting a laboratory diagnosis as 
infallible. Where there is a discrepancy between 
clinical findings and personal observations on the 
one hand, and the laboratory and x-ray findings 
on the other, the physician should be wary of ac- 
cepting the latter in favor of the former. He points 
out that the objective tests in use are not like add- 
ing machines. They have to be carried out and 
evaluated by technicians who may be novices or 
careless persons, or the material used may be defec- 
tive. Furthermore, the tests require subjective 
interpretations. 

Another method of diagnosis which has been 
pushed into the background is the observational 
method. Like the famous Osler, the author urges 
the medical student and the younger physician to 
“Learn to see, learn to hear, learn to smell, and 
know that by practice alone can you become ex- 
pert. See first, then reason, and compare and con- 
trol. But see first.” He even employs this method 
before he sees the patient. How a patient writes 
or phones for an appointment, the report of the 
receptionist on his behavior, help him in getting a 
first impression. While he is taking the history, he 
pays particular attention to the facies, the manner 
of speech and dress, the gait and posture, the num- 
ber and kinds of tics . . . All these behavior traits 
help to furnish clues for differential diagnosis. Does 
the male patient look and act feminine? Does the 
female patient act and look masculine? Are there 
any ugly or embarrassing physical defects? Are 
there tremors of the hands? What sort of a hand- 
shake does the patient greet you with? 


The Medical Bookman 


Psychiatrists would probably take exception \o 
some of the diagnostic miracles that can be per- 
formed with the observational method, i.e., “Eyc ry 
good internist ought to recognize the migraino.ss 
woman the minute she walks quickly into the © f- 
fice, ‘a trimly built, full breasted, pleasant, wide 
awake, bright eyed, quick thinking and quick 
moving littlke woman, perhaps with a heavy head 
of hair.’ Often the presence of a clammy hand 
practically makes the diagnosis of neurocirculatory 
asthenia.” Presumably the author does not mean 
that such a picture does not require a final diay 
nosis. Actually it furnishes a tentative diagnosis 
to be confirmed by a complete and thorough stucy. 


n the chapter on treatment, the author attempts 
I to answer the two most controversial aspects of 
this entire problem. First, should the average gen- 
eral practitioner undertake to diagnose and treat 
patients suffering from psychosomatic diseases? 
And secondly, if so, what forms of psychodiagnosis 
and psychotherapy can he employ? 

As has been suggested before in this review, Dr. 
Alvarez is strongly of the opinion that not only the 
average general practitioner but also the specialist 
in any field of medicine should undertake to diag- 
nose and treat such patients. First, because there 
are not enough psychiatrists to go around, and also 
because he believes that with sincere interest and 
some reading and training non-psychiatrists can get 
as good results as the psychiatrists. 

Dr. Alvarez offers many practical hints and 
technics for giving comfort and help to the “so- 
called mild psychotics and neurotics” caught in 
emotional dilemmas. He believes that a successful 
psychotherapeutist is “born and not made.” He 
does, however, admit that besides personal quali- 
fications he must have some training in interview- 
ing the patient and must know “something” about 
the classifications of neuroses and psychoses, 
psychopathology and psychodynamics. But whereas 
a psychiatrist would stress the importance of train- 
ing in the skills and technics of his specialty, Dr. 
Alvarez believes as strongly that such nonmedical 
factors as interest, sympathy and patience with peo- 
ple and their problems are equally important. He 
must be able to “sell himself” to his patients. He 
must be willing to put himself out to the extent of 
even worrying about his patient. He must be par- 
ticularly careful not to show, by his facial ex- 
pression or by word, contempt or ridicule or 
disapproval. He must not press him to take on a 
program of therapy until the patient of his own 
accord is ready for it. Because there is no specific 
therapy on which all psychiatrists are agreed, the 
author believes that the “superficial therapy which 
he advocates for the nonpsychiatrist in many in- 
stances can be as successful as ‘deep therapy.’ He 

(Continued on page A-72) 
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realizes however that it is also important for the 
nonpsychiatrist to recognize the psychotic in need 
of referral to a proper therapist, just as any good 
doctor knows his own limitations within his area 
of practice. 

This book is more than 600 pages of clinical 
material. It is an autobiography of a warm human 
person relating his 45 years of experience as a doc- 
tor. He has more than the required interest and 
skill of a great internist. He has real affection for 
every sick man or woman who comes to him for 
help. To him no patient is mean or bad, he is sick, 
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TUBERCULOSIS AMONG CHILDREN AND ADULTS - - - 
By ]. Arthur Myers, M.D., Ph.D., Physician in Charge, Chest Clinic, Students’ 


and no matter how trivial his complaint may see. 
he always gives him his sympathetic understan: 
ing. His case histories are the tragic stories of u: 
happy, lonely, frustrated people; high and low, ric! 
and poor, to whom he has given succor, reassu: 
ance and emotional support. After careful readin 
and re-reading of this book, the reviewer is sati: 
fied that through such active and short tern 
“psychotherapies” as the author has offered, non 
psychiatrists are justified in treating selected psy 
chosomatic diseases, with the hope of alleviating 
many and curing some. 


M. S. 


Health Service, University of Minnesota; Chief of Tuberculosis Service, Min- 
neapolis General Hospital; Professor of Medicine, Preventive Medicine and 
Public Health, Medical and Graduate Schools, University of Minnesota, Min- 
neapolis. With an introduction by Allen K. Krause, M.D., Late Lecturer in 
Medicine, Johns Hopkins University, and chapters by O. Theron Clagett, 
M.D., William S. Conklin, M.D., Jerome R. Head, M.D., Ralph C. Matson, 
M D., John D. Steele, M.D. and C. A. Stewart, M.D. Ed. 3. 894 pages, illus- 


It is a good half-century since 
the famous Osler delivered a 
challenge to the medical profes- 
sion with these stirring words: 
“The leadership of the battle 
against this scourge is in your 
hands. Much has been done, 
much remains to do. By early 
diagnosis and prompt systematic 
treatment of individual cases, 
by striving in every possible 
way to improve the social con- 
dition of the poor, by joining actively in the work 
of the local and national antituberculosis societies, 
you can help in the most important and the most 
hopeful campaign ever undertaken by the profes- 
sion. 

To Dr. J. Arthur Myers this message has been 
a motivating force behind his fight against this 
once most dreaded disease and for 25 years he has 
devoted himself to this cause. 

Twenty-five years ago in the city of Minneapolis, 
the incidence of positive tuberculin reactors among 
the school children was about 50 per cent. Today 
the incidence has dropped to about 8 per cent. 
Before 1920 the death rate from tuberculosis for 
all children was 34 per 100,000 while today it is an 
incredible low of 1.3 per 100,000. 

This was achieved, not by drugs nor by difficult 
diagnostic technics, nor by elaborate methods of 
treatment, but by making a fundamental observa- 
tion and then applying it to a program of public 


trated. 1951, Charles C Thomas, Springfield, Illinois. $12.50. 


health. The observation was that the tuberculin 
reaction was the most reliable single test for the 
presence of tuberculosis in the body, and the public 
health slogan was: “From whom did she get it and 
to whom did she give it?” Realizing that little 
could be done for the individual after infection had 
caused clinical signs of the disease, Myers and his 
associates concentrated upon the prevention of in- 
fection by mass detection of the earliest cases and 
isolating all others which showed definite lesions. 

The chapter on drug therapy is especially infor- 
mative and carefully edited. Although many drugs 
have been tried in the treatment of tuberculosis, 
with the exception of streptomycin they have all 
been given up. Today streptomycin seems to reign 
supreme over all the other antibiotics. The author 
warns against the indiscriminate use of this drug 
in all forms of tuberculosis, first, because of its 
high toxicity, and second, because it is not really 
a germicide but rather a bacteriostatic agent. At 
present it should be used as an adjunct rather than 
as a specific cure of tuberculosis. 

In the chapter on immunity, Dr. Myers takes an 
active part in the controversy over the use and 
success of BCG. in the prevention of tuberculosis 
on a mass scale. Many millions of people, especially 
children, have been and are being vaccinated with 
BCG. throughout the world. Although the statis- 
tical results on paper are very impressive, the 
author is still skeptical of their final significance. 

M. S. 


(Continued on page A-74) 
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& GYNECOLOGIC CANCER - .- - 


The Medical Bookman 


By James A. Corscaden, Ph.B., M.D., Professor Emeritus of Clinical Gyne- 


cology, College of Physicians and Surgeons, Columbia University; Attending 
Gynecologist, Sloane Hospital for Women, New York. 368 pages, illustrated. 


In a well written and 
well planned book, James 
A. Corscaden discusses in 
detail all the aspects of 
the various forms of gyn- 
ecologic cancer. In the in- 
troduction he points out 
that the responsibility for 
the early diagnosis of ma- 
lignancy in the female is 
that of the physician and 
that, as a result of early 
diagnosis coupled with 
our present methods of 
treatment, the cure rate 
in malignancy of the female genital tract can be 
greatly increased. 


(December 1949-January 1951) - - - 


1951, Thomas Nelson & Sons, New York, Edinburgh & Toronto. $6.00. 


> THE 1950 YEAR BOOK OF PHYSICAL MEDICINE AND REHABILITATION 


The book is divided into chapters, each of which 
presents the problem as it pertains to each of the 
various areas of the female reproductive tract from 
the vulva to the peritoneum. 

Chapter 2, which is concerned with diagnosis, 
goes into detail on all the diagnostic aids that 
should be applied by the physician including a 
discussion of the necessary instruments needed, his- 
tory of the patient, physical examination, use of 
special tests, reliability of these tests, etc. 

The treatment of the various forms of the dis- 
ease is fully discussed with a statistical evaluation 
of the methods to be used. 

The book concludes with a chapter on the man- 
agement of the cancer patient and with a chapter 
on the nature of cancer. The bibliography at the 
end of each chapter is extensive and detailed. 


M. A. 


Edited by Frank H. Krusen, M.D., Professor of Physical Medicine, Mayo 
Foundation; Head of the Section on Physical Medicine and Rehabilitation, 
Mayo Clinic, Rochester, Minnesota. Associate Editors: Earl C. Elkins, M.D., 
Assistant Professor of Physical Medicine, Mayo Foundation; Consultant in 
Physical Medicine and Rehabilitation, Mayo Clinic, Rochester, Minnesota; 
and George G. Deaver, M.D., Professor of Clinical Rehabilitation and Physical 
Medicine, New York University College of Medicine; Director, Department of 
Physical Medicine and Rehabilitation, Bellevue Hospital, New York. 328 


The insight and perception necessary to evaluate 
properly the important contributions to the field of 
physical medicine and rehabilitation are well illus- 
trated in this most recent edition of the Year Book. 

Augmented by valuable research in the fun- 
damentals of biophysics and physiology, the clini- 
cal approach to the various problems has made out- 
standing advancements. Of great additional impor- 
tance to this ever-growing and more universally 
accepted specialty has been the placement of in- 
structors in physical medicine in distinguished 
institutions of learning. The past year was also 
noted for the founding of an International Federa- 
tion which will foster its initial convention in 
London in 1952 and will bring together the promi- 
nent leaders in this field from Europe and America. 
The inevitable interchange of ideas and diagnostic 
aspects will further stimulate the development of 


pages, illustrated. 1951, The Year Book Publishers, Inc., Chicago. $5.00. 


basic research which is essential to the forward 
progression of this concept. 

The volume embodies brief abstracts of the re- 
cently published literature and assembles them 
into a concise monograph. A reader can readily 
find his desired information and then selectively 
decide which manuscripts may deserve his more 
particular scrutiny. 

Almost all divisions of medicine and surgery are 
discussed from the standpoint of the physiatrist. 
The book clearly defines the help this group may 
contribute to the welfare of the patient. All re- 
lated specialists and practitioners will benefit from 
a review of its content, while the physical, occupa- 
tional and rehabilitation therapists and the physia- 
trists will find it essential for immediate reference. 

H. O’P. 
(Continued on page A-76) 
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®» THE DIAGNOSIS AND TREATMENT OF ENDOCRINE DISORDERS 
IN CHILDHOOD AND ADOLESCENCE - - - 


By Lawson Wilkins, M.D., Associate Professor of Pediatrics, The Johns 
Hopkins University, The Harriet Lane Home, The Johns Hopkins Hospital, 
Baltimore. 384 pages, illustrated. 1950, Charles C Thomas, Springfield, Illinois. 


$13.00. 


Only about 10 years ago, en- 
docrinology in childhood was 
in a state of chaos and confu- 
sion. Today Dr. Wilkins has 
transfused this aspect of pedi- 
atrics with rigid technics and 
orderly classification and has 
rescued it from the darkness of 
ancient lore and mysticism. Al- 
though the text is brief and con- 
cise, the author has presented a staggering array 
of both clinical and fundamental facts. 

This book serves at least four most necessary pur- 
poses: (1) In clear and precise language, the 
author explains the relation of endocrinology to 
normal growth and development. (2) Through 
the use of graphic tables and charts, accompanied 
by clinical abstracts of cases and by photographs 
and x-rays, Dr. Wilkins presents information espe- 
cially needed by the practitioner. (3) He offers for 
everyday use detailed descriptions of the commenly 
used tests such as the measurement of urinary 
steroids, vaginal smears, tests of carbohydrate 
metabolism and of adrenal function. (4) He warns 
against the indiscriminate use of hormone products 


& ELECTROENCEPHALOGRAPHY IN CLINICAL PRACTICE -- - 
By Robert S. Schwab, M.D., Director of the Brain Wave Laboratory, Massa- 


in conditions where there are no valid indicatio:s 
for their use. 

This reviewer wants to call particular attention 
to the chapter on obesity. Too many physicians 
still take it for granted that an obese child must 
have a low basal metabolic rate. Ergo, they are 
quick to use thyroid hormone. Refuting this out- 
dated idea, the author has observed that amony 
thousands of children who were admitted to the 
outpatient department, evidence of endocrine ab 
normality was rare. He maintains that a true hypo 
thyroidism is characterized by “stunted physical 
growth, mental retardation and loose flabby sub 
cutaneous tissues, whereas the normal obese child 
is overgrown, ruddy and his skin is distended by 
adipose deposits.” 

His experience has shown that the majority ot 
obese children become overweight chiefly because 
of excessive food intake and decreased expenditure 
of energy. Although he accepts the psychogenic 
theory of obesity, he does not go all the way with 
those authorities who claim that all obesity in nor- 
mal children always results from psychologic mal- 
adjustments. 

M. S. 


chusetts General Hospital, and Associate in Neurology, Harvard Medical 
School, Boston. 195 pages with 106 figures. 1951, W. B. Saunders Company, 


Philadelphia & London. $6.50. 


Altheugh many excellent books and articles have 
been written on electroencephalography, all but the 
experts have floundered in the mass of detail. Since 
the original work of Berger and Adrian, literature 
of a highly technical nature has rapidly accumu- 
lated. It has become increasingly difficult to extract 
from such detailed knowledge that which is both 
practical and useful and yet understandable to the 
clinician. This book is presented and intended for 
the clinician. It is not meant for the expert as the 
latter would find it wholly inadequate. The pur- 
pose of the book as outlined by the author is to 
discuss the uses and limitations of electroencephal- 
ography in the diagnosis and study of diseases of 
the nervous system. The author has succeeded ad- 
mirably in attaining this goal. The book is directed 
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at the neurologist, internist, psychiatrist and neuro 
surgeon and as such is a long overdue fulfillment 
of a particular need. 

Following a historical summary the author briet- 
ly covers the underlying neurophysiologic and 
neuroanatomic bases of electroencephalography. 
This is followed by a brief but adequate presenta- 
tion of the characteristics of normal and abnormal 
electroencephalograms. Chapter 4 is an extremely 
important one covering electroencephalographic 
technics including electrodes, electrode placement. 
localization and artifacts, and includes a discussion 
of monopolar and bipolar methods of recording. 
Special activation procedures which are of special 
interest are discussed, since a knowledge of some 
(Continued on page A-78) 
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of the available procedures may enable the clinician 
to obtain the maximum benefit from the electro- 
encephalogram. 

The uses of and indications for electroencephal- 
ography in the convulsive disorders, neurosurgical 
conditions and in psychiatry are discussed in sepa- 
rate chapters. The limitations of the electroen- 
cephalograph in diagnosis of mental disease are 
pointed out by the author. Little mention is made 


The Medical Bookman 


® PATTERNS OF DISEASE on a Basis of Physiologic Pathology - - - 


of the role of the anterior temporal lobe with ‘:s 
spike discharges in psychomotor seizures. T)\¢ 
author concludes with a discussion of the imp. - 
tant question of laboratory organization. 

Each chapter includes references and the book |; 
concluded with a helpful glossary of terms appli: .- 
ble to electroencephalography. The book is we! 
illustrated. 


I. A. B 


By Frank L. Apperly, M.A., M.D. (Oxford), D.Sc. (Melbourne), F.R.C.P. 
(London), Professor of Pathology, Medical College of Virginia, Richmond. 
456 pages with 50 figures and 37 charts. 1951, ]. B. Lippincott Company, 


Dr. Apperly has succeed- 
ed in producing a truly 
novel textbook which of- 
fers “Living Pathology.” 
The basic sciences impor- 
tant to medicine are inte- 
grated in such a way that 
function and structure, 
health and disease, anato- 
my, physiology and chem- 
istry become part of a co- 
herent and cohesive whole. 


starts its analysis at the beginning rather than at 


Books received will be acknowledged in this depart- 
ment each month. As space permits, books of prin- 
cipal interest to our readers will be reviewed more 
extensively. 


The Diagnosis and Treatment of Adrenal Insuffi- 
ciency. By George W. Thorn, M.D., Hersey Professor of 
the Theory and Practice of Physic, Harvard Medical School, 
and Physician-in-Chief, Peter Bent Brigham Hospital, Bos- 
ton, Massachusetts. Ed. 2. 180 pages with 32 figures (2 in 
full color) and 25 tables. 1951, Charles C Thomas, Spring- 
field, Illinois. $5.50. 


Mental Hospitals—1950. Proceedings of the Second 
Mental Hospital Institute held under the auspices of the 
Mental Hospital Service of the American Psychiatric Asso- 
ciation, St. Louis, October 16-19, 1950. Edited by Winfred 
Overholser, M.D., Chief Consultant, with the staff of the 
A.P.A. Mental Hospital Service. 214 pages. 1951, American 
Psychiatric Association, Washington, D.C. $2.50. 


A Textbook of Pathology; Pathologic Anatomy in 
Relation to the Causes, Pathogenesis and Clinical Manifesta- 
tions of Disease. By Robert Allan Moore, M.D., Edward 
Mallinckrodt Professor of Pathology, Washington University 
School of Medicine, St. Louis. Ed. 2. 1048 pages with 501 
figures. 1951, W. B. Saunders Company, Philadelphia & 
London. $12.50. 


Philadelphia, London & Montreal. $8.00. 


“Patterns of Disease” | 


the end of disease and presents the natural history, 
systemic involvements, biochemical changes, alter- 
ed anatomy, altered function and final restoration 
of the patient to health, in logical sequence. 

The 27 chapters are abundantly illustrated with 
diagrams, graphs, charts and excellent freehand 
drawings. The author’s style of presentation is clear, 
crisp and logical. He more than adequately accom- 
plishes the goal of providing a “clinically oriented 
book directed to all who recognize the importance 
of physiology under pathologic stress and the 
necessary application of these sciences to medical 
practice.” 

E. B.C. 


Chest X-Ray Diagnosis. By Max Ritvo, M.D., Assistant 
Professor of Radiology, Harvard Medical School; Instructor 
in Radiology, Tufts Medical School; Roentgenologist-in- 
Chief and Director, Department of Radiology, Boston City 
Hospital, Boston. 558 pages with 615 illustrations on 418 
—_ and 1 plate. 1951, Lea & Febiger, Philadelphia. 
15.00. 


Principles and Practice of Obstetrics. (Originally 
by Joseph B. DeLee, M.D.) By J. P. Greenhill, Attending 
Obstetrician and Gynecologist, The Michael Reese Hospital; 
Obstetrician and Gynecologist, Associate Staff, The Chicago 
Lying-In Hospital; Attending Gynecologist, Cook County 
Hospital; Professor of Gynecology, Cook County Graduate 
School of Medicine, Chicago. New, roth edition. 1020 pages 
with 1140 illustrations on 864 figures, 194 in color. 1951, 
W. B. Saunders Company, Philadelphia & London. $12.00. 


Treatment of the Nephrotic Syndrome. By Lee E. 
Farr, M.D., Chairman, Medical Department, Brookhaven 
National Laboratory; Physician-in-Chief, Brookhaven Na- 
tional Laboratory Hospital, Upton, Long Island, New York. 
61 pages. 1951, Charles C Thomas, Springfield, Illinois. 
$1.75. 

Psychiatric Nursing Personnel. Compiled by the 
Nursing Consultant to the American Psychiatric Association 
Committee on Psychiatric Nursing. 32 pages. 1951, Ameri- 
can Psychiatric Association, Washington, D.C. $.60. 
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The NEW 


YEAR BOOK OF 


MEDICINE 
Still Only $5.00, Postpaid 


@ Hundreds of new and Improved Treat- 
ments and Diagnostic Technics. 


@ 5 Big Sections —5 Distinguished Editors 

Infectious Diseases, edited by Paul B. Beeson, 
M.D. 

Chest, edited by J. Burns Amberson, M.D. 

Blood and Blood-Forming Organs, edited by 
William B. Castle, M.D. 

Heart, Blood Vessels & Kidney, edited by 
Tinsley R. Harrison, M.D. 

Digestive System, edited by George B. Euster- 
man, M.D. 


@ As always, A NEW Book, cover to cover 
—NOT a Revision. 


U* the Year Book of Medicine to organize 

and guide your daily clinical reading— 
use it to get quickly and authoritatively, 
actual new prescriptions, dosages, technics— 
use it to keep always alert to every signifi- 
cant trend and advance affecting your daily 
practice. It is performing all these services 
for thousands of doctors—it will do so for 
you. Order your approval copy today by 
mailing the form below. 672 pages. 146 il- 
lustrations. $5.00 postpaid. 


year Kook 


PUBLISHERS 


The Year Book Publishers, Inc. 
200 E. Illinois St. 
Chicago 11, Ill. 


Please send me, postpaid, for 10 days’ free examination 
(] The New 1951 Year Book of Medicine, $5.00. 


The Medical Bookman 


Symposium on Steroids in Experimental and - ‘lini. 
cal Practice. Edited for the Committee on Arran 


‘ents 
by Abraham White, M.D., University of California })dical 
Center, Los Angeles. 415 pages with 103 figures a: 104 
tables. 1951, The Blakiston Company, Philadelphia New 


York & Toronto. $7.50. 


Atlas of Cross Section Anatomy of the Fain; 
Guide to the Study of Morphology and Fiber Tracts «/ the 
Human Brain. By A. T. Rasmussen, Ph.D., Profes. cr of 
Anatomy, University of Minnesota, Minneapolis, Minin-sota, 
63 plates. 1951, The Blakiston Company, Philade'phia, 
New York and Toronto. $5.00. 


Modern Practice in Infectious Fevers. Edited | H. 
Stanley Banks, M.A., M.D. (Glas.), F.R.C.P., D.P.H., Senior 
Physician, Park Hospital, Hither Green, London; Lecturer 
in Infectious Diseases, The Medical College, St. Bartholo- 
mew’s Hospital, University of London. In two volumes, 
989 pages with 211 illustrations. 1951, Paul B. Hocber, 
Inc., New York. $20.00. 


Review of Physiological Chemistry. By Harold A. 
Harper, Ph.D., Professor of Biology (Biochemistry) Uni- 
versity of San Francisco; Lecturer in Surgery, University 
of California School of Medicine, San Francisco; Bio- 
chemist Consultant to Metabolic Research Facility, U.S. 
Naval Hospital, Oakland; Director, Biochemistry Labora- 
tory, St. Mary's Hospital, San Francisco, California. Ed. 3. 
260 pages, illustrated. 1951, University Medical Publishers, 
Palo Alto, California. 


Low Sodium Diet; A Manual for the Patient. By 
Thurman B. Rice, A.M., M.D., Professor of Public Health, 
Indiana University School of Medicine, Indianapolis, In- 
diana. 103 pages with 14 food charts. 1951, Lea & Febiger, 
Philadelphia. $2.75. 


Tobacco and the Cardiovascular System; The Effects 
of Smoking and of Nicotine on Normal Persons. By Grace 
M. Roth, Ph.D., Associate Professor of Experimental Medi- 
cine, Mayo Foundation for Medical Education and Re- 
search, Graduate School, University of Minnesota, and 
Consultant in Section on Physiology, Mayo Clinic, Roches- 
ter, Minnesota. 66 pages, illustrated. 1951, Charles C 
Thomas, Springfield, Illinois. $2.25. 


Clinical and Roentgenologic Evaluation of the 
Pelvis in Obstetrics. By Howard G. Moloy, M.D., M.Sc., 
Assistant Clinical Professor of Obstetrics and Gynecology, 
College of Physicians and Surgeons, Columbia University 
and The Sloane Hospital for Women, New York. 119 pages 
with 68 figures. 1951, W. B. Saunders Company, Philadel- 
phia & London. $2.50. 


Good Food for Bad Stomachs; 500 Delicious and 
Nutritious Recipes for Sufferers from Ulcers and Other 
Digestive Disturbances. By Sara M. Jordan, M.D. and Sheila 
Hibben. With an introduction by Harold W. Ross. 255 
pages. 1951, Doubleday & Co., Inc., Garden City, New 
York. $2.95. 


Large Scale Rorschach Techniques; A Manual for 
the Group Rorschach and Multiple Choice Tests. By M. R. 
Harrower, Ph.D., Research and Consulting Psychologist, 
New York City. and M. E. Steiner, M.A., Research Psycholo- 
gist, General Electric Company, Bridgeport, Connecticut. 
Ed. 2. 353 pages, illustrated. 1951, Charles C Thomas, 
Springfield, Illinois. $8.50. 
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What is the advantage of a discontinuous 
film of protection in baby skin care? 


The principal advantage of the discontinuous film 
of protection is that it allows the infant’s skin to 
‘*‘breathe”’ and function normally. This important 
feature of Johnson’s Baby Lotion was achieved by 
creating an emulsion-type lotion consisting of drop- 
lets of oil homogeneously dispersed in water. 


When this preparation is placed on the infant’s skin, minute 
interstices — as shown in the accompanying diagram — are 
formed between the oil droplets by evaporation of the water 
phase of the emulsion. Thus, a thin layer of the lotion forms 
a discontinuous film which affords protection but does not block 
the transpiration of water vapor, or interfere with other metabolic 
functions of the skin. 
In addition to this important physiologic feature, Johnson’s 
Baby Lotion has these distinct advantages: 
1. Contains hexachlorophene (1%), an antiseptic that exerts 
prolonged suppression of the resident bacteria of the skin. fall 


2. Contains no ingredients likely to sensitize the skin. 
3. Possesses both prophylactic and therapeutic action against , 
the most common skin affections of infancy. 
4. Exerts powerful buffering action which neutralizes both i ee 
excessive acidity and alkalinity. 


JOHNSON’S BABY LOTION 


ae 
Oil Droplets a 
droplets left by the 
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July 1—Golf—and 95—not too 
good! 

July 2—At my scrivening and 
discussing with Dr. Elias problems 
of visual education. With Mistress 
Pepys to dine with the Arthur 
Koffs listening contentedly while 
the ladies discussed the problems 
of the Mothers’ Aid. 

July 3—Again golf after a 
morning of writing and came in 
with 87. 

July 24—More golf and some 
mathematical exercises while the 
grandchildren kept cool in the 


pool. 

July 5—To meet with the 
Wright Adams committee on edu- 
cation of the Chicago Heart Assn. 
and considered how the public 
can be brought into more coopera- 
tion. What a far cry from the days 
of 30 years ago when most medi- 
cos were still convinced that the 
public must be left quite ignorant 
of scientific medicine! During 
these few days have read “Killing 
Kin,” by Ann Hocking, one of 


those British mysteries in which 
the Inspector stolidly figures out 
the killer; “Death Is In The Gar- 
den,” by Melba Marlett, girls’ 
school and society background 
with psychopathic characters; “And 
When She Was Bad She Was 
Murdered,” by Richard Starnes, 
murder for money and lust in 
Arlington. But for intense inter- 
est Old Pepys recommends “Eleven 
Years In Soviet Prison Camps,” 
by Elinor Lipper, for this story of 
slave labor in Russia describes the 
greatest crime of all. A quote: 


DR: 


ages 


Personal Diary 
and Observations on 


Medical Life 


by MORRIS FISHBEIN, M.D. 


“This younger generation of 
Soviet physicians learns their pro- 
fession the way a trade is learned. 
They do not attend the university, 
where they would have an oppor- 
tunity to broaden their general cul- 
ture; they go to a medical institute 
where they are taught nothing but 
professional subjects.” 


July 6-8—More work inter- 
mingled with golf and with read- 
ing. “The Catcher in the Rye,” a 
selection of the Book of the Month 
Club, gives three days in the life 
of a 16 year old boy just expelled 
from a fashionable school, an in- 
side story full of real pathos and 
humor. 

July 9—With the mail! At 
night to dine at the Tavern Club 
with Fred Stenn, Fred Falls and 
Tom Jones and to discuss a muse- 
um of medical interest for Chi- 
cago. Before going to bed read 
“The Watch,” by Carlo Levi, the 
Italian physician who is author of 
“Christ Stopped At Eboli.” Here 
is a most vivid picture of postwar 
Italy, demoralized, poor, yet ever 
mindful of its history and of its 
traditions. 

July 10—At my scrivening and, 
unable to play golf, reminded of 
some frequently used anecdotes: 

The lady golfer loaded down her 
caddy with a leather bag with pockets 
like a suitcase and nine irons, five 
woods, and three trick clubs. They 
sweated around 16 holes. On the seven- 
teenth, a three par, 190 yards, she was 
a hundred yards from the hole after her 
drive. “Caddy,” she said, “Do you 
think I can get home with my seven 
iron?” “Lady,” he answered, “Ah don’ 
even know wheah you live!” 

When a doctor golfs he’s not a doc- 
tor, he's a golfer. One of my chums 


particularly hates tee-side consultations, 
Recently the last driver of a previous 
foursome, after driving, approached him 
and said: “Good morning, docto: Every 
time I drive I get a twinge of pain right 
below my ribs on the left side.” The 
doctor replied: “Good morning, many. 
facturer of shirts, underwear and slacks, 
Two buttons just popped off this lousy 
shirt I'm wearing.” 

The little salesman was an inveterate 
golfer. Driving along beside a beautifyl 
course he finally yielded to temptation 
and parking beside the road he climbed 
the fence and began to play at the eighth 
hole. He finished the ninth and then 
four men ran out and threw him over 
the fence. He looked back at them sadly 
and shouted: “That's a hell of a way to 


get new members!” 

July 11—To lunch come Mack 
Greene to talk of research and 
new books. Also Arnolt who has 
devised some new plans for cir. 
culation of foreign medical peri- 
odicals. 

July 12—To luncheon come 
Kirsner to talk of new work with 
ACTH in ulcerative colitis and of 
the public point of view on peptic 
ulcer. 


July 13—A weekend merrily 
spent with golf and bridge and 
reading. In the Crerar Library re- 
viewed all the June issues of the 
medical monthly magazines and 
also the New England and the 
British and the Lancet, and what 
a mass of it there is with so little 
significant to be culled from thou- 
sands of pages. Reading also 
“Bears in the Caviar,” which 
Kahoe sent me from Lippincott, 
and the subtitle could be “Rush- 
ing Around with the Russians.” 

July 17—Yesterday again with 
preparations of editorials and 
health columns and book reviews 
and the diary—and much of that 
insignificant too. These days all 
(Continued on page A-84) 
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Prelude to asthma? 


° Prompt and prolonged relief with 
not necessarily 29.2 Tedral can be initiated any time, day or night, 
whenever needed without fear of incapacitat- 
ing side effects. 


Tedral, taken at first sign of attack, often fore- 


stalls severe symptoms. 
Tedral provides: 

in 15 minutes...Tedral brings symptomatic theophylline 2 

relief with a definite increase in vital capacity. gr. 

Breathing becomes easier as Tedral relaxes phenobarbital... Vig Qt 


smooth muscle, reduces tissue edema, provides in boxes of 24, 120 and 1000 tablets 


mild sedation. 
for 4 full hours .. .Tedral maintains more 
normal respiration for a sustained period—not 
just a momentary pause in the attack. 


~Lalbovatevies— CIVISION OF The Maltine Company MORRIS PLAINS, NEW JERSEY 
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talk of the stock market and the tall prices ind 
somehow it seems so much like 1929. Som. one 
asked the richest Rothschild how all the men. vers 
of the family had made such vast fortunes. R. :hs- 
child answered, “By always selling too soon.” \nd 
another formula is: “If you are young enough. uy 
what you can of America’s greatest producers ind 
keep what you buy.” 

July 18—To the Standard Club to discuss vith 
Nathaniel Schwarz and Ralph Hefter and «me 
others the raising of funds for study of multiple 
sclerosis and even more important the spending 
of same. By the afternoon Stratocruiser to Minne- 
apolis where met by Jack Cohen and with hin to 
a wedding reception and then to the Radisson to 


eep. 

July 19—With Charles Haney and his lady to 
Mankato and stopped at the country club for 
luncheon with the medicos. Here met Liedloff, 
Hilda Luck, young Eustermann, Michelson and 
Penn and many others. Then to confer with the 
press and the radio announcers and at night to a 
great dinner in the Armory raising money for Im- 
manuel Hospital. Here were the mayor and the 
leaders of the community and the hospital and 
many doctors. Next all to a collation at the beau- 
tiful Penn domicile and admired the great collec- 
tion of china. Old Pepys spoke of hospitals and 
their value. Late at night to Minneapolis with 
Johnson and Dean to find the Radisson full so they 
gave old Pepys a cot in the middle of an assembly 
room which turned out to be air-conditioned and 
therefore the best room in the hotel. 

July 20—By the 7 am. plane back to Chicago. 
This night Barbara and Marjorie entertain at din- 
ner for Justin and his fiancée and all the relatives 
and, though it was hot, all hearts were warm with 
happiness. 

July 21—Entertaining Mark Soroko and the 
Mantels in mathematics and then at eventide to 
the wedding where the bride and her attendants 
were so beautiful as to leave all gasping. To a re- 
ception at the Quadrangle Club where hundreds 
came to feast on refreshments and to refresh their 
eyes with the beauty of Ann. 

July 22—Early awake for today old Pepys 
reached 62, a most retiring age, and he finds him- 
self with more interests than ever, and with more 
appreciation and less baiting than ever before. The 
loyal friends gathered about at the country club 
where champagne and joyous toasts brought in- 
finite pleasure. 

July 23—At noon with Leo Burnett and Ira 
Pink and the staff to confer on the one shot x-ray 
of a damosel reclining on a spring and mattress 
and to luncheon at the Tavern Club seeing there 
Coggeshall and the new president of the U. of C., 
Kimpton, and with them Albert Pick. In the late 
afternoon to New York on the Century and Mis- 
tress Pepys played at gin in a family game against 
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the Sorokos—and they were too good. 

July 24—Early to Doubleday to confer with 
Me! Evans. At noon to Rockefeller Center for 
luncheon with Craft, Geffen and McCabe of 
Merck and there came also Tom Burns and Joe 
Marks of Doubleday and the conversation was ex- 
citing. In the afternoon come Basil O’Connor and 
saw him youthful and exciting. Most of all we talk- 
ed of the weird performances of those who seek 
now to destroy all the independence of the private 
philanthropies and of the peculiar campaigns they 
conduct, using all that these great organizations 
have accomplished as arguments for the support 
of the collective funds. In this movement one sees 
the ultimate triumph of Fascism. Next for a visit 
from Ann Delafield and then to see Herbert Mayes 
who is about to set forth on a tour of New Eng- 
land. In the evening come Willard Greenwald and 
Nellie and we dined on steaks at Christ Cella’s 
and saw “Two on the Aisle,” a humorous review 
with Bert Lahr, full of barbs anent psychoanalysis 
and other exaggerated follies. As we left, met Abe 
Burrows who produced this entertainment and told 
him I thought it terrific. 

July 25—Conferring with Bill White of Look 
and his colleague of Quick. En route to luncheon 
with Connie Traeger met Bill Laurence of the 
Times, and with him Francis Brown of Schering. 


So talked to all of them about the x-ray of the 
damosel on the mattress. Thereafter with Harry 
Berk of Warwick and Legler, and in the late after- 
noon with Mark and Rose and the Spitalnys—Phil 
and Evelyn of the violin—to Lindy’s to eat chicken 
broth with matzoh balls, hot corned beef and the 
magnificent strawberries. Next to see Shirley Booth 
in “A Tree Grows in Brooklyn” in which the bur- 
lesque of a dame fantasying herself through an 
obstetric delivery reaches a new high in low com- 
edy. Thereafter for a return match and this time 
the Pepys team triumphed. 
(Continued on page A-86) 
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July 26—All this day in confer- 
ences with the staffs of Doubleday 
and Blakiston. In the afternoon 
come Elmer Bobst, Mary Lasker, 
General Bill Donovan and Jim 
Adams to talk of cancer and to 
gossip of medical affairs. Then 
with Milton Runyon to Port 
Washington for a wonderful fam- 
ily dinner, the piéce de résistance 
being a red rice which their cook, 
who was formerly in a similar 
capacity with Somerset Maugham, 
prepares as does no one else. Here 
also Hart and Mary Virginia Van 
Riper and after dinner with them 
riding back to the Waldorf. 

July 27—All morning with 
Kiesewetter and Jack Cohen. At 
noon to luncheon with Herbert 
West of BBD&O, that’s Batten, 
Barton, Durstine and Osborn, and 
then to confer until late and after 
that by the afternoon American 


DIAGNOSIS 


You say it doesn’t 
hurt you much 
And yet you'd rather 

Id not touch? 


The place it pains 
is here, is there, 

Is nowhere and is 
everywhere? 
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Airlines plane to Cincinnati. Here 
to the Lookout for dinner and en- 
tertainment and mathematics in 
which Mistress Pepys is better 
than Euclid. 

July 28—Slept all night in the 
air-conditioned rooms of the Ter- 
race Plaza where all the furniture 
moves around and slides out of 
concealment to the pushing of 
buttons—and all the decor is mod- 
ern plus. Then to see the twins, 
Barbara Ann and Wendy Joe, 
latest of the grandchildren, and 
enjoyed greatly playing with them 
and guessing which was which. 
At noon all to dine at the Terrace 
Plaza and to witness the style 
show. Then took Larry and Mike 
to push the buttons in the room. 
Here called Larry’s attention, he 
being aged five, to a modernistic 
picture on the wall, and he asked, 
“How do you make it disappear?” 


What's that? It’s not 
a pain, it’s more 

A sort of kind 
of aching or 


Well, you know, one that 
comes and goes 

And now it’s gone? 
Well, I suppose 


HOLD EVERYTHING 


Children wiggle, 
Children squirm. 
Ever try to 
Hold a worm? 


Children fidget 
While you work. 
Just get set, 
And children jerk. 


By the late night Delta plane | ack 
to Chicago. 

July 29—At the desk and in 
the afternoon to play at golf and 
gin rummy, terribly, and then to 
supper with Ernest Irons and the 
Bartons at Flossmoor, eating corn 
picked fresh from the stalks than 
which there is nothing better, and 
old Pepys’ par for this course is 
three. 

July 30—Work, work and 
work, with editorials, news items, 
humor and such. And to dine at 
the Windermere for our cook has 
a vacation. 

July 31—At noon with the 
P. A. A—Pepys Alumni Assn.— 
Mademoiselles Pollock, Lowry and 
Wist and also Mistress Marshalek 
and Madame Pepys to play at golf 
and to dine at Ravisloe, and the 
salubrious weather making it an 
evening pleasant beyond measure. 


We'll work this out. 
I think I see, 

And now you leave it 
all to me. 


You have some more to say? 
Well, don't. 

(Oh, heaven help us— 
patients won't! ) 


—Richard Armour 


Offices, 


Though well equipped, 
Need one thing, 


I say, tight-lipped: 
Nothing else 
Would be so nice 


Or so useful 
As a vise! 


—Richard Armour 
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